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FINDINGS  AND  RECOMMENDATIONS: 

While  problem  areas  and  recommendations  presented  here 
may  be  specific  to  events  prior  to,  and  surrounding,  the 
deaths  of  Henry  Gallop  and  Arron  Johnson,  many  may  be  general- 
ized as  indicative  of  problem  areas  that  are  systemically 
widespread,  and  are  in  need  of  intense,  concentrated  efforts 
for  change. 

I.  Mandated  Reporters  and  the  Reporting  Process 


Findings : 


There  were  several  "layers"  of  mandated  reporters 
who  worked  in  close  proximity  to  the  Hill  foster, 
home,  and  the  children  living  there,  who  did  not 
report  their  suspicions,  concerns,  or  actual 
indications  of  abuse  or  neglect  to  the  appropriate 
persons  or  the  Department  of  Social  Services. 

Those  involved  with  these  children  and  the  Hill 
foster  home  included  staff,  social  workers,  and 
personnel  from: 


Dept .  of  Social  Services 
Dept.  of  Mental  Health 
Office  for  Children 
Gaebler  Children ' s  Unit 
Hospital  social  workers 
Roxbury  Children's  Service 
Emergency  Medical  Technicians 
Other  state  agencies  involved 
in  licensing,  monitoring  and 
placement 

Others  in  professional  or 
caretaker  capacity 


Boston  Police  Dept . 
Medical  Examiners 
Emergency  room  staff, 
nurses,  physicians  at 
Boston  City  Hospital  & 
Children's  Hospital 
Foster  Parents 
Other  persons  involved 
with  the  family  and 
children,  such  as  educa- 
tors and  counselors 


There  was  a  multi-system  involvement  with  the  children 
that  failed  to  respond  appropriately  and  adequately  to 
specific  conditions,  and  there  are  strong  indications 
of  negligence  and  irresponsibility  by  these  systems. 

There  was  a  serious  lack  of  response,  or  inadequacy  of. 
response  to  chronic,  long-term  problem  conditions  and 
problem  behaviors  in  the  Hill  household,  by  those  in 
a  responsible  capacity  with  these  children,  that 
permeates  individual  systems  and  across  multiple  state 
systems . 
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*  In  addition  to  mandated  reporters  failing  to  report 
chronic  problem  conditions  and  suspicions  of  abuse, 
several  agencies  and  state  systems  did  not  fulfill 
their  own  mandates,  and  violated  their  own  regula- 
tions and  possibly  statutory  obligations. 

*  There  was  a  serious  lack  of  coordination,  mutual 
responsibility,  and  interagency  communication  among 
all  parties  involved  in  servicing  these  children 
and  the  foster  family,  which  contributed  to,  or 
caused,  inappropriate  and  inadequate  responses  and 
negligence  in  reporting  and  acting  on  problem  situa- 
tions and  conditions. 

*  In  the  absence  of  reporting  problem  conditions, 
necessary  supportive  intervention  and  prevention 
services  could  not  be  implemented,  and  proper  in- 
vestigation procedures  were  not  carried  out. 

*  Several  persons  involved  with  these  children,  includ- 
ing social  workers,  police,  and  hospital  personnel, 
made  internal  memos  about  their  concerns  of  abusive 
conditions,  yet  did  not  report  these  suspicions. 

*  While  individuals  are  clearly  listed  as  mandated 
reporters,  systems  who  care  for,  protect,  and  monitor 
children,  must  also  be  included  as  mandated  report- 
ers. If  systems,  and  individuals  within  those  systems 
cannot  care  for,  protect,  and  monitor  those  within 
their  charge,  and  are  unable  to  implement  their  own 
mandates,  then  it  is  critical  for  these  systems  to 
conduct  internal  and  external  reviews  of  the  effect- 
iveness of  their  systems,  and  implement  the  appropr- 
iate modifications. 

Recommendations : 


*  Individuals  and  state  systems  involved  with  the 
licensing,  monitoring,  and  placement  of  the  children 
must  be  made  accountable  for  their  failure  and 
negligence  in  the  care  and  protection  of  children 
placed  in  their  charge. 

*  Training  and  re-training  of  mandated  reporters  as  to 
their  full  responsibility  as  mandated  reporters,  the 
specific  conditions  under  which  they  must  report,  the 
channels  of  communicating  the  report,  and  the  appropr- 
iate responses  to  these  conditions. 
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* 


Upon  the  hiring  of  an  employee  who  is  in  a  category 
of  mandated  reporters,  the  employer  should  give  that 
person  a  standardized  form  outlining  the  employees 
obligations  as  a  mandated  reporter  under  Ch.  119, 
s.  51A. 

Every  state  agency  should  develop  a  system  of  internal 
reporting  to  further  clarify  roles  and  functions,  and 
to  immediately  facilitate  a  systemic  response  plan. 

Barriers  to  confidentiality  and  interagency  communica- 
tion must  be  identified  and  removed,  in  order  to 
enable  agencies  to  share  information  and  promote 
mutual  care  and  protection  of  children. 

Interactive  roles  among  agencies  serving  in  a  mutually 
responsible  capacity  with  children,  must  be  defined 
and  clarified,  especially  when  there  are  several 
children  with  complex  needs  placed  in  foster  care. 

The  role  of  all  persons  who  serve  in  any  capacity 
with  the  Office  for  Children,  such  as  licensors  and 
social  workers,  must  be  included  as  mandated  report- 
ers . 

The  roles  of  social  workers,  mental  health  workers, 
and  all  those  involved  with  children  placed  in  care, 
must  be  clarified.  When  a  child,  such  as  the  14  year 
old  adopted  daughter  of  the  Hills,  is  under  the  care 
of  the  Dept .  of  Mental  Health,  that  child  is  also 
in  the  care  of  the  Dept.  of  Social  Services.  Informa- 
tion and  responsibility-sharing  roles  must  be  defined. 


In  certain  cases,  parents  should  be  included  in  the 
categories  of  mandated  reporters.  Had  the  natural 
mothers  of  both  of  the  children  been  in  contact  with 
their  children,  they  may  have  observed  problem  condi- 
tions, and  reported  such  conditions. 

Ch.  119,  s.51B  should  be  amended  to  state  that  in- 
formation on  reports  of  abuse,  neglect,  or  sexual 
abuse,  or  the  potential  for  such  abuse,  should  be 
immediately  communicated  to  the  biological  parents. 

On  the  death  or  serious  injury  to  a  child  in  foster 
care  that  is  due  to  questionable  circumstances  or 
from  abusive  conditions,  the  biological  parents  of 
other  children  in  the  foster  home  should  be  immediat- 
ly  notified. 
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Foster  parents  should  have  training  and  education  on 
their  role  as  mandated  reporters,  especially  when 
they  are  servicing  and  parenting  children  with 
special  needs,  medical  and  health  problems,  mental 
illnesses,  and  educational  needs. 

Agencies  should  develop  a  systemic  response  plan 
in  the  event  of  serious  injury,  illness,  or  abusive 
conditions  to  children.  The  plan  should  be  coordina- 
ted according  to  roles  and  functions. 
The  systemic  response  to  problem  conditions  that 
permeate  this  case  was  fragmented,  uncoordinated, 
and  disconnected. 

Standards  should  be  implemented  as  to  specific  condi- 
tions under  which  information  should  be  communicated 
and  shared  on  an  interagency  basis,  so  that  a  system- 
ic response  to  child  abuse,  neglect,  and  sexual  abuse, 
may  be  implemented. 

The  Department  of  Social  Services,  the  Office  for 
Children,  and  any  other  appropriate  agency,  should 
develop  and  implement  an  interagency  notification 
system  that  educates  and  informs  members  of  the 
agencies  about  their  roles  as  mandated  reporters. 


The  Department  of  Social  Se 

irvices  should 

notify 

licensing  boards  and  professional  organizations  whose 

members  are  mandated  report 

ers. 

and  request  that 

they 

inform  their  members  about 

the 

reporting 

mandate 

and 

process,  on  an  ongoing  basis. 

ions  and 

educatioi 

Interdisciplinary  training 

sess 

rial 

forums  should  be  conducted 

peri 

odically 

for  all 

mandated  reporters.  Sessions  should  include  members 
of  multi-disciplinary  professions  -  legal,  mental 
health,  social  services,  judiciary,  psychological 
and  educational,  and  other  professions. 

Agencies  and  service  providers,  along  with  medical 
and  health  servicing  systems,  should  conduct  both 
internal  and  independent  evaluations  on  their  systems 
to  address  and  rectify  the  problem  areas  that  have 
been  identified. 

Any  person,  such  as  a  physician,  nurse,  police 
officer,  social  worker,  or  any  other  person  who 
makes  an  internal  memo  or  notes  in  a  case  record, 
suspicions  of  abuse  or  abusive  conditions,  must  make 
the  contents  of  the  memo  or  record  immediately  known 
to  a  superior,  or  the  Department  of  Social  Services. 
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Issues  such  as  timely  reporting,  and  further  defining 
of  "reasonable  cause  to  believe"  must  be  addressed. 
The  statute  should  be  amended  to  strengthen  language 
regarding  the  requirement  that  a  mandated  reporter 
file  a  report  immediately.  Language  such  as  "immed- 
iately upon  observation  of  possible  or  actual  abuse, 
neglect,  or  sexual  abuse,  or  "immediately  upon 
making  an  internal  report  or  note  on  a  record",  a 
report  shall  be  filed. 

There  is  a  need  for  involving  multi-disciplinary 
teams  early  in  an  investigation  in  certain  cases  of 
child  abuse.  The  Special  Subcommittee  supports  the 
timely  and  coordinated  use  of  multi-disciplinary 
teams  in  the  investigation  stages  of  the  process. 
In  the  cases  of  the  two  children  who  died,  there  was 
no  multi-disciplinary  team  involved  at  any  stage 
of  the  investigation,  or  response  to  a  report,  or 
as  a  result  of  the  death  of  a  child. 

The  role  of  the  police  and  law  enforcement  personnel 
in  the  abuse  reporting  and  investigation  process 
should  be  studied  further.  The  time  of  entry  into 
certain  cases  of  child  abuse  is  a  serious  concern 
further  being  studied  by  the  Special  Subcommittee. 


The 

role 

of  DSS  " 
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report 
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process 
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The 

Depa 

rtment  of 

Social  Services 

should 

implement  a 

pro< 

gram 

of  educat 

ion  with  hospital 

administrators 

and  personnel  on  the  roles  of  all  employers  and  em- 
ployees in  the  abuse  reporting  process  and  the  re- 
quirement to  report . 

A  hospital  protocol  should  be  established  by  every 
health  clinic  and  hospital  statewide,  in  cooperation 
with  DSS.  The  protocol  would  contain  such  information 
as  the  injury  or  illness  sustained,  any  abusive 
condition  experienced  by  the  child,  the  timing  and 
coordination  of  the  report,  the  differentiation  be- 
tween actual  medical  problems  of  the  child,  and 
those  problems  not  attributable  to  the  health  status 
of  the  child,  the  channels  of  communication  in  the 
reporting  process,  and  any  other  necessary  informa- 
tion . 
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*  The  Executive  Office  of  Human  Services,  the  Depart 
ments  of  Social  Services,  Youth  Services,  Public 
Welfare,  Mental  Health,  Mental  Retardation, 
Education,  Public  Health,  and  the,  Office  for 
Children,  should  develop  and  implement  a  concerted 
plan  to  conduct  a  public  media  and  education 
campaign  on  child  abuse  prevention,  child  safety 
and  protection.  Education  and  public  awareness 
are  key  components  in  the  prevention  of  child 
abuse . 

II .  The  Hill  Foster  Home  and  the  Children  Placed  in  this 
Home;  Agency  Coordination  and  Responsibility. 

Findings : 

*  The  Hill  foster  home  had  a  history  of  long-term, 
chronic  problem  conditions  from  the  time  it  was 
approved  as  a  foster  home  in  1981, 

*  The  problems  included  reports  of  abusive  condi- 
tions, with  unknown  perpetrators,  complaints  of 
there  being  "too  many"  children  in  the  home,  and 
children  being  removed  on  an  "emergency  basis". 

*  At  the  time  Henry  Gallop  and  Arron  Johnson  were 
living  in  the  Hill  home,  the  Hills  were  providing 
family  day  care  for  three  children,  including  a 
grandson,  had  a  biological  daughter,  aged  16.  an. 
"emotionally  troubled"  adopted  daughter,  aged  14, 
another  adopted  daughter  aged  4  years,  and  three 
foster  children  -Henry  Gallop,  Arron  Johnson,  and 
a  sister  of  Arron  Johnson.  The  Hills  had  four 
"types"  of  children  in  their  home  -  foster,  day 
care,  adopted,  and  natural. 

*  The  Hills  cared  for  many  children  who  experienced 
multiple  problems  and  had  very  special  needs  re- 
quiring extensive  supervision  and  care.  The  Hills 
would  have  required  special  supportive  services  in 
order  for  them  to  fulfill  their  difficult  roles  of 
providing  a  home,  care,  and  nurturance  as  foster 
parents  to  these  children. 

*  The  ages  of  the  children  ranged  from  20  months  to 

16  years  of  age.  In  addition  to  there  being  multiple 
status  children,  many  of  these  children  experienced 
health  problems,  mental  health  problems,  and  other 
problem-behaviors  that  required  a  wide  range  of 
specialized  resources,  and  extra  care  and  attention 
from  the  foster  parents. 
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*  It  is  possible  that  too  many  children  with  a  wide 
range  of  ages  and  needs,  coupled  with  inadequate 
support  services,  exacted  undue  stress  on  the 
household  and  its'  members. 

*  It  is  evident  that  the  Hill  home,  and  the  services 
provided  by  the  Hills  to  multiple  status  children 
of  diverse  ages  and  needs,  was  over-utilized  and 
under-supported  by  agencies  and  the  systems  who 
are  mandated  to  provide  services  and  support  for 
children  in  need,  and  for  the  persons  who  provide 
care  to  these  children. 

*  Monitoring  and  supervision  of  the  Hill  home  involv- 
ed several  agencies:  the  Office  for  Children,  which 
licensed  the  day  care  aspect  of  the  home  and  licens- 
ed OSS  who,  in  turn,  licenses  facilities  who,  in 
turn,  license  service  providers  who  approve  foster 
homes.  The  Department  of  Social  Services  had  resp- 
onsibility for  the  foster  children.  The  14  year  old 
adopted  daughter  was  under  the  care  of  the  Dept .  of 
Mental  Health  and  placed  in  the  Hill  home  under  the 
supervision  of  OSS.  Also,  this  child  was  under  the 
care  of  Gaebler  Children's  Unit.  The  foster  child- 
ren in  the  home  were  under  the  supervision  of 
Roxbury  Children's  Service,  a  contracted  service 
provider. 

*  When  problems  of  abusive  conditions,  or  the  susp- 
icion of  abusive  conditions  arose  with  children  in 
the  Hill  home,  and  after  Henry  Gallop  and  Arron 
Johnson  died,  no  protective  measures  were  taken  by 
any  agency  to  prevent  further  abuse  to  other  child- 
ren in  the  household. 

*  The  mothers  of  the  two  children  were  not  informed 
of  any  illnesses  or  injuries  to  the  children,  and 
Arron  Johnson's  mother  was  not  informed  of  the  death 
of  Henry  Gallop. 

*  The  Hill  home  had  a  history  of  problem  conditions 
from  the  time  it  was  licensed  in  1981.  Roxbury 
Children's  Service  was  to  provide  closer  super- 
vision of  the  home. 

Roxbury  Children's  Service  was  found  to  be  in  non- 
compliance with  state  regulations  in  1986.  and 
continued  to  be  so  until  1988.  Roxbury  Children's 
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Service  re-classified  the  Hill  home,  from  a  restrict- 
ed status  to  an  unrestricted  status. 


* 


Foster  parents  often  have  problem-behavior  children 
and  children  with  special  medical,  health,  or  educa- 
tional needs  in  their  homes.  Frequently,  the  foster 
parents  do  not  receive  any  information  on  the  child- 
ren placed  with  them,  or  information  received  is  in- 
adequate . 

The  Hill  foster  parents  were  not  fully  aware  of,  or 
adequately  informed  about,  the  medical  and  health 
problems  of  the  two  children  that  died.  Records  indicate 
descrepancies  about  the  health  status  of  the  two  child- 
ren. While  they  may  or  may  not  have  been  informed  about 
the  needs  and  problems  of  the  14  year  old,  clearly  they 
were  not  provided  with  enough  support  systems  to  meet 
her  needs. 

While  it  is  not  known  if  each  child  had  a  service  plan, 
it  is  evident  that  the  service  plans  were  not  reviewed 
periodically,  and  amended  according  to  the  changing 
needs  of  the  children  in  the  foster  home,  nor  were  the 
service  plans  coordinated. 

In  communities  where  children  are  placed  in  the  foster 
homes  of  people  of  color,  there  exists  a  lack  of  in- 
formation and  support  services  that  are  sensitized  to 
the  needs  of  the  minority  community,  and  to  the  needs 
of  multilingual  communities,  and  the  foster  homes  in 
these  communities. 


Recommendations : 


Agencies  working  with  members  of  the  Hill  household 
should  have  had  a  coordinated  approach  in  monitoring, 
caring  for,  and  supervising  the  children  placed  there. 

All  parties  involved  with  the  children  and  the  foster 
parents  should  have  a  coordinated  approach  in  develop- 
ing and  implementing  an  ongoing  service  plan  designed 
to  meet  the  specific  needs  of  all  members,  and  re- 
sources to  meet  specific  needs.  The  foster  parents 
should  be  informed  on  a  frequent,  instructive  basis, 
of  problems,  behaviors,  progress  and  development  of 
children  placed  with  them,  and  be  provided  with  an 
array  of  services  and  support  systems  in  place. 
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Whenever  there  are  problem  conditions  in  a  foster 
home,  an  investigation  into  all  conditions  in  the 
home  should  be  conducted,  and  appropriate  measure's 
taken  to  ensure  that  adequate  support  services  are 
implemented  and  problem  conditions  remedied"!"" 

Whenever  there  are  difficulties  in  any  aspect  of  the 
functioning  and  operation  of  a  provider  agency,  an 
immediate  review  and  evaluation  should  be  implemented. 

Whenever  a  state  agency  contracts  with  a  private 
service  provider  and  uses  public  funding  to  implement 
this  contract,  all  regulatory  and  statutory  provisions 
applicable  to  public  agencies  should  govern  the 
agreement  with  the  private  service  provider. 

There  should  be  regulations  enforced  that  govern  the 
process  of  approving  a  foster  home,  and  the  monitoring 
of  the  foster  home  after  approval. 


* 


Appropriate  supervisory  standards  should  be  implemented 
that  clearly  state  roles  and  responsibilities  of 
supervisors,  licensing  agencies,  service  providers  and 
others  involved  in  any  aspect  of  the  licensing  and 
monitoring  of  an  agency  that,  in  turn,  approves  foster 
homes. 

The  roles  of  social  workers,  licensors,  supervisors, 
and  others,  in  the  Office  for  Children,  DSS,  and  other 
agencies,  must  be  defined  as  to  responsibilities  for 
monitoring  regulation  adherence,  actual  and  potential 
abusive  conditions,  licensing  procedures,  the  care  and 
protection  of  children,  and  other  issues  involved  in 
the  approval  and  maintenance  of  a  foster  home. 

Whenever  there  are  difficulties  or  abusive  conditions 
in  a  foster  home,  there  should  be  an  immediate  internal 
review,  with  the  outcome  evaluated,  and  improvements 
made  through  short-term  and  long-term  plans.  Periodic 
reviews  should  be  conducted  to  ensure  that  improvements 
have  been  implemented  and  are  being  maintained. 

An  immediate  response  plan  should  be  employed,  that 
would  include  measures  to  protect  other  children  in 
the  home.  The  response  plan  should  be  an  integral 
part  of  the  automatic  investigation  and  review 
process. 
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In  addition  to  individual  service  plans,  there 
should  be  a  family  service  plan  developed  that 
reflects  the  needs  of  tne  family  unit  and  the 
individual  members,  and  that  reflects  the  support 
services  required  by  the  family  as  a  unit. 

Service  plans  should  be  reviewed  and  updated 
frequently,  especially  in  Toster  Tamiiies  where 
there  are  multiple  status  children  with  complex 
needs .  Foster  care  reviews  should  also  be  conduct- 
ed  on  a  regularly  scheduled  basis. 

DSS  and  OFC  regulations  should  be  modified  to  in- 
clude a  rigid  schedule  of  visits  by  social  workers 
to  foster  homes.  Interagency  coordination  is 
essential  in  providing  ongoing  assessments,  con- 
ducting visits  for  specific  purposes,  and  in 
providing  vitally  needed  services. 

There  is  a  need  for  culture-specific  programs  and 
cross-cultural  sensitivity  in  the  identification  of 
needs  and  provision  of  services  and  programs  to 
foster  parents  in  communities  of  people  of  color 
and  linguistic  variations- 
There  is  a  need  for  an  array  of  services  that  focus 
on  ethnic,  cultural,  and  linguistic  variations. 
There  should  be  training  and  education  for  social 
workers  to  sensitize  them  to  the  needs  of  these 
communities  and  the  foster  parents  who  provide 
homes  in  them. 

Foster  parents  need  training  and  education  on  how 
to  use  a  service  plan,  and  how  to  access  services 
required  for  the  children  in  their  care. 

Foster  parents  should  receive  all  information  on 
children  placed  in  their  care  that  enables  them 
to  fulfil   their  role  as  foster  parents.  This  in- 
formation should  be  contained  in  a  child  profile 
that  precedes  or  accompanies  the  child  to  the 
foster  care  placement .  Legislation  filed-H5358. 

The  child  profile  should  include  a  full  assessment 
of  the  needs  of  the  child  and  should  be  updated  on 
an  ongoing  basis. 
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Since  the  number  of  children  does  not  measure 
the  quality  of  care,  or  the  ability  of  the  foster 
parents  to  provide  such  care,  the  needs  of  the 
children  being  placed  should  be  a  strong  deter- 
minant factor  of  how  many  children  foster  parents 
are  able  to  provide  for  in  their  home.  The  number 
of  children  in  a  foster  home  should  not  outweigh 
the  complexity  of  the  needs  of  the  children  placed 
there. 

Statutes  should  be  amended  to  reflect  that  numbers 
of  children  allowed  in  a  foster  home  be  determined 
by  the  composition  of  all  household  members  and  a 
full  family  profile. 


III.  Investigation  into  the  Deaths  or  Serious  Injury  of 
Children  in  the  Care  of  a  State  Agency. 


Findings: 


* 


OSS  is  to  conduct  a  case  investigation  on  the  death 
of  a  child  in  its'  care,  through  a  Case  Investigation 
Unit,  C.I.U.  The  CIU  is  an  internal  investigation, 
often  conducted  at  the  discretion  of  the  Commissioner. 

The  DSS  area  director  is  required  to  obtain  a  death 
certificate  and  autopsy  report  of  a  child  who  has 
died,  and  send  these  with  the  case  record  immediately 
to  the  C.I.U. 

DSS  did  not  obtain  and  use  the  case  record  in  its' 
review  of  the  deaths  of  Henry  Gallop  and  Arron 
Johnson,  and  did  not  obtain  the  records  from  Roxbury 
Children's  Services.  These  records  indicated  a 
history  of  abusive  conditions  in  the  foster  home. 
This  is  in  violation  of  the  regulations  of  the  Depart- 
ment . 

The  C.I.U.  was  unable  to  carry  out  case  investigations 
on  either  Henry  Gallop  or  Arron  Johnson  within  the 
time  frame  stated  in  the  regulations  of  DSS.  Nor  is 
it  clear  whether  DSS  ever  carried  out  a  thorough 
case  investigation  on  either  child,  in  compliance 
with  its'  own  regulations  or  through  statutes. 

There  has  been  no  investigation  or  evaluation  on 
state  systems  conducted  that  is  independent  of  the 
state  system. 
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*  The  Department  of  Social  Services  did  not  receive 
the  autopsy  report  on  Henry  Gallop  until  six  months 
after  his  death.  By  this  time,  Arron  Johnson  had 
also  died.  The  autopsy  report  on  Arron  Johnson  was 
issued  over  two  months  after  his  death. 

*  The  C.I.U  investigation  of  the  deaths  of  the  two 
children  could  not  have  been  carried  out  on  the 

first  child,  nor  the  second  child,  within  the 

7  *  I.    .in  - —  I.  ■ 

appropriate  time  frame. 

*  DSS  regulations  state  that  the  purpose  of  each  in- 
vestigation is  to  review  the  circumstances  surround- 
ing the  child's  death,  and  to  review  the  adequacy  of 
the  Department's  overall  provision  of  services  to 
the  child  and  the  family.  However,  the  inquest  re- 
port stated  that  the  investigation  of  DSS  after 
Henry  Gallop  died  was  not  for  the . _ purpose  of  deter- 
mining how  Henry  Gallop  died  but  primarily  to  look  > 
at  what  types  of  services  were  provided  by  the. 
Department  to  the  Hill  family.  This  is  in  violation 
of  the  regulations  of  DSS. 

*  If  there  had  been  an  evaluation  of  what  services 
should  have  been  provided  in  the  home,  and  an  investi- 
gation into  the  circumstances  of  Henry  Gallop's  death, 
perhaps  protection  could  have  been  provided  to  other 
children  in  the  home. 

*  The  inadequate  and  even  inappropriate  methods  of 
attempting  to  obtain  crucial  information  in  a  timely 
manner,  the  lack  of  communication  and  coordination, 
and  other  similar  factors,  impeded  the  C.I.U. 
investigatory  process  in  the  deaths  of  the  children. 
and  further  created  barriers  to  the  provision  of 
interventive  and  preventive  services  to  the  foster 
parents,  and  the  children  who  lived  in  the  foster 
home. 

*  There  were  inordinate  time  delays  throughout  the 
entire  investigations  of  reports  of  abusive  condi- 
tions, and  the  investigations  into  the  deaths  of 
the  children,  and  events  subsequent  to  their  deaths. 
These  delays  have  impeded  attempts  to  address  and 
remedy  serious  problem  areas. 

*  The  investigation  into  the  deaths  of  the  two  children 
was  uncoordinated  and  fragmented,  and  parties  involved 
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were  not  aware  of  their  roles  and  functions  in  the 
event  of  the  death  ot  a  child  in  care,  nor  were 
they  aware  of  the  appropriate  response  system  or 
channels  of  communication. 

*  In  the  deaths  of  the  two  children,  there  appeared 
to  be  much  confusion  and  lack  of  communication  as 
to  who  should  file  a  51A  on  each  of  the  children. 
A  51A  was  filed  on  Henry  Gallop  and  supported 
seven  months  after  he  died.  During  this  time, 
Arron  Johnson  also  died. 

*  There  are  no  provisions  within  the  regulations  of 
the  Department  for  an  impartial  review  or  independ- 
ent evaluation  of  an  investigation  into  the  deaths 
of  the  children  in  the  care  of  the  state. 

*  There  are  no  procedural  guidelines  for  precautions 
to  be  taken  to  protect  and  care  for  other  children 
in  the  foster  home,  or  other  facility. 

*  There  are  serious  concerns  about  the  centralized 
autonomy  of  DSS,  and  about  state  systems  that  are 
accountable  only  to  themselves,  even  though 
children  are  placed  in  their  protection  and  charge 

*  The  members  of  the  Special  Subcommittee  have  had 
grave  concerns  about  the  inordinate  time  delays, 
the  inadequacy  of  investigations,  and  the  lack  of 
accountability  and  responsibility  that  are 
demonstrated  by  this  case. 

Recommendations : 


* 


The  Department  of  Social  Services,  in  cooperation 
with  other  agencies,  departments  of  the  state,  and 
other  professional  persons,  the  district  attorneys, 
and  law  enforcement  personel,  should  develop  and 
implement  a  protocol  for  a  multi-disciplinary 
systemic  response  plan  in  the  event  of  the  death  or 
serious  inlury  of  a  child. 

Chapter  119,  S.51B  and  other  relevant  statutes  should 
be  amended  to  include  the  institution  of  a  response 
plan.  DSS  regulations  should  also  be  amended. 

Protocols  should  be  established  by  all  state  agencies, 
hospitals,  medical  examiners,  day  care  workers, 
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educational  institutions,  and  all  others  who  s«»r\/<» 
in  capacities  as  caretakers  of  children. 
The  protocols  should  contain  appropriate  procedural 
guidelines  in  the  event  of  the  death  or  serious 
injury  of  a  child. 

The  timeframe  of  the  C.I.U.  investigation  should  be 
streamlined  and  shortened,  and  should  include 
temporary  emergency  measures  to  be  taken  during  the 
interim  between  the  initiation  of  the  investigation 
and  the  final  report. 

Legal  and  confidentiality  barriers  should  be  removed 
and  all  information,  such  as  the  death  certificate, 
autopsy  or  injury  report,  and  other  vital  information 
should  immediately  be  made  available  to  the  multi- 
disciplinary  team  in  order  for  the  response  plan  to 
become  fully  operative  early  in  the  process. 

Statutes  and  regulations  should  be  amended  to  state 
that  immediatly  upon  the  death  or  serious  injury  to  a 
child  from  questionable  circumstances  or  from  abuse, 
a  51A  report  should  be  filed. 

The  regulations  and  statutes  should  be  amended  to 
state  specifically  what  interagency  coordination  of 
implementing  emergency  support  services  to  others 
in  the  home  or  facility  will  take  placed 

While  a  system  must  conduct  an  internal  investigation 
in  a  responsible  and  timely  manner,  there  should  also 
be  an  immediate  impartial  and  independent  review  of 

all  circumstances  when  a  child  has  died  or  had  a 
serious  injury. 

Both  the  internal  review  and  the  independent  review 
must  be  interagency  and  multi-disciplinary  in 
approach  and  makeup,  and  defined  within  a  uniform 
framework  over  a  specific  period  of  time. 

All  reports,  case  records,  autopsy  reports,  and  other 
relevant  information  relevant  to  the  need  to  know,, 
basis,  should  be  immediatly  available  to  review  teams.. 
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OVERVIEW 


Formation  of  Foster  Kids  Legislative  Caucus 

In  December  of  1987,  State  Representative  Marie  Parente, 
State  Representative  Stanley  Rosenberg,  State  Representative 
Gloria  Fox,  and  State  Representative  Larry  Giordano,  all 
former  foster  children,  convened  a  meeting  to  discuss  the 
creation  of  a  legislative  group  concerned  with  foster 
children  and  their  care. 

This  first  meeting  was  held  as  a  result  of  reports  of 
the  deaths  of  three  foster  children  -  Henry  Gallop  and  Arron 
Johnson  in  1987,  and  the  death  of  Jared  Hall  in  1985. 

The  four  State  Representatives  voted  unanimously  to 
establish  the  Foster  Kids  Legislative  Caucus,  which  was  formed 
as  a  concerned  response  to  the  deaths  of  the  three  foster 
children. 

The  Legislative  Caucus  met  from  January,  1988  through 
May,  1988,  and  became  increasingly  aware  of  the  complexities 
of  the  foster  care  system,  and  the  child  abuse  reporting  and 
investigative  process.  As  the  need  for  further  study  became 
more  evident,  the  members  met  with  Governor  Michael  Dukakis 
in  April  of  1988  to  express  their  concerns.  The  members  then 
requested  a  meeting  with  Speaker  of  the  House,  George  Keverian, 
to  establish  the  Special  Subcommittee  on  Foster  Care,  under 
the  Joint  Committee  on  Human  Services  and  Elderly  Affairs.  The 
Senate  Chairman  of  the  Committee,  Senator  John  Houston,  and 
the  House  Chairman  of  the  Committee  Representative  Paul 
Kollios,  accepted  this  proposal  and  the  Special  Subcommittee 
was  formed.  The  Special  Subcommittee  was  expanded  to  include 
ten  members  of  the  House  and  Senate.  In  addition  to  the  four 
members  of  the  Foster  Kids  Legislative  Caucus,  other  members 
included:  Senator  Salvatore  Albano,  Senator  Mary  Padula,  and 
Representative  Barbara  Hildt ,  Representative  Kevin  Honan, 
Representative  Shirley  Owens-Hicks,  and  Representative  Thomas 
Walsh.  The  Special  Subcommittee  began  a  series  of  meetings  and 
public  hearings. 

Mission  of  the  Special  Subcommittee  on  Foster  Care 

The  mission  of  the  Special  Subcommittee  has  been  to  fully 
examine  the  events  surrounding  the  deaths  of  the  children  in 
foster  care,  to  determine  what  factors  and  breakdown  areas  in 
state  systems  and  in  the  foster  care  system  contributed  to  the 
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failure  to  adequately  protect  the  children,  and  to  identify 
problem  areas  that  can  be  addressed  through  recommendations 
for  improvements. 

The  deaths  of  the  children  illustrates  several  areas  of 
concern  that  are  indicative  of  multiple  problem  areas  that 
must  be  confronted  and  modified  in  order  to  enable  multiple 
state  systems  and  individuals  within  those  systems,  to  ful- 
fill their  mandates  to  protect  and  care  for  children.  The 
members  of  the  Special  Subcommittee  hope,  through  their  in- 
vestigation, efforts,  and  mission,  to  raise  issues,  questions, 
and  problem  areas  that  are  in  need  of  substantial,  positive 
change. 

As  the  Special  Subcommittee  carried  out  its  investigation 
and  examination  of  the  conditions  surrounding  the  deaths  of 
the  children,  it  became  evident  that  the  scope  and  mission  of 
the  Subcommittee  would  have  to  be  expanded  to  include  a  broad 
range  of  problem  areas  and  issues.  These  problem  areas  focus 
on  the  foster  care  system,  the  child  abuse  reporting  and  in- 
vestigation process,  the  ability  of  state  systems  and  agencies 
to  protect  and  care  for  children,  the  licensing  and  monitoring 
of  children  in  the  care  of  the  state,  and  the  level  and  range 
of  service  delivery  and  support  services  that  are  available  to 
children,  families,  and  foster  parents. 

As  the  efforts  to  fulfill  its'  mission  progressed,  the 
members  of  the  Special  Subcommittee  recognized  that  the  mission 
was  two-fold:   to  identify  problem  areas  in  the  care  and 
protection  of  Henry  Gallop  and  Arron  Johnson;  and  to  identify 
problem  areas  in  state  systems  that  are  responsible  for  the 
care  and  protection  of  children.  The  Special  Subcommittee  de- 
cided that  it  would  issue  its'  report  in  two  volumes. 

While  the  report  focuses  mainly  on  the  recent  deaths  of 
the  two  children  in  foster  care,  the  Special  Subcommittee  is 
concerned  about,  and  is  aware  of,  the  special  conditions  in 
the  tragic  death  of  Jared  Hall. 

The  Department  of  Social  Services  placed  Jared  Hall  in  a 
foster  home  in  the  spring  of  1985.  He  was  a  four-year  old  boy 
with  Downs  Syndrome,  and  was  in  the  custody  of  DSS  for  two 
months  before  he  died  in  1985. 

There  had  been  a  report  of  suspected  abuse  filed  on  behalf 
of  another  adopted  daughter  of  the  person  in  whose  care  Jared 
Hall  was  entrusted.  The  child  died  in  1984.  A  former  resident 
of  the  home  told  of  neglect  and  abuse  while  she  had  lived  in 
the  home. 
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Several  issues  are  raised  in  this  case:   Jared  Hall  was 
mentally  retarded,  but  was  under  the  supervision  of  DSS,  and 
it  is  not  known  if  there  was  any  other  agency  or  interagency 
involvement  regarding  the  care  of  this  child.  One  issue  that 
was  also  raised  is  that  through  Chapter  766  of  the  Mass.  Gen. 
Laws,  the  Department  of  Mental  Retardation  has  no  real  legisla- 
ted concern  with  the  care  and  treatment  of  a  retarded  person. 
The  responsibility  is  under  the  direction  of  DSS  and  the  public 
school  system. 

An  autopsy  was  performed  on  Jared  Hall  on  April  5,  1985. 

The  mother  of  Jared  Hall  filed  suit  against  DSS  and  the 
foster  mother  into  whose  care  he  was  entrusted. 

The  initiatives  proposed  by  the  members  of  the  Special 
Subcommittee  in  this  report  are  offered  in  hopes  that  they 
will  help  to  prevent  further  deaths  of  children  in  care. 

Volume  I  of  the  report  of  the  Subcommittee  includes  an 
analysis  of  the  cases  of  Henry  Gallop  and  Arron  Johnson,  a 
history  of  the  foster  home  in  which  they  were  placed,  a  chrono- 
logy of  the  events  prior  to,  and  subsequent  to,  their  deaths, 
and  an  analysis  of  areas  of  concern  identified  as  requiring 
immediate  improvement.  Recommendations  stated  are  applicable 
to  the  children's  cases,  but  are  also  adaptable  for  generaliza- 
tion to  problem  areas  that  exist  in  the  broader  view  of  state 
systems  that  are  mandated  to  service,  protect,  and  care  for 
children. 

Volume  II  will  include  an  examination  of  the  foster  care 
system  and  how  children  are  placed  and  cared  for  in  this 
system,  services  and  support  systems  provided  to  foster  parents 
and  children  in  care,  the  licensing  and  monitoring  of  the 
foster  care  system,  the  interaction  between  natural  parents, 
foster  parents,  and  the  system  that  is  responsible  for  support- 
ing them;  the  reporting  and  investigation  of  child  abuse  and 
neglect,  and  the  outcome  of  the  investigations,  the  problems 
experienced  by  families  and  children,  and  preventive  and  inter- 
ventive  programs  in  the  service  delivery  systems.  Budgetary  and 
funding  issues  will  also  be  discussed  in  Volume  II,  along  with 
an  analysis  of  the  structures  of  various  state  agencies,  and 
the  interaction  among  these  agencies  in  fulfilling  their  mand- 
ates. Legislative  proposals  and  legislation  that  has  been  filed 
will  also  be  presented. 

Public  Hearings  and  Information-Gathering 

The  Special  Subcommittee  on  Foster  Care  conducted  several 
public  hearings  statewide.  The  following  is  a  list  of  locations 


May 

31, 

July 

7 

Sept. 

21 

Sept . 

28 

Oct. 

19 

Dec. 

6 
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and  dates  of  the  hearings: 

1988:    DSS  Area  Office,  Yarmouth,  Cape  Cod 
Roxbury  Community  College 
Methuen  High  School 
Northampton  Registry 
Milford  High  School 
Gardner  Auditorium,  State  House 

In  addition  to  the  public  hearings,  the  members  of  the 
Special  Subcommittee  held  many  meetings  with  parties  concerned 
with  the  servicing,  monitoring,  licensing,  protection  and  care 
of  children.  Members  also  met  with  parties  involved  in  the 
investigation  of  the  deaths  of  the  two  children:  The  Depart- 
ment of  Social  Services,  Executive  Office  of  Human  Services, 
Secretary  of  Public  Safety,  Office  of  the  Medical  Examiner, 
Office  of  the  Attorney  General,  and  Office  of  the  District 
Attorney.  The  members  also  held  meetings  with  other  parties 
involved,  and  persons  interested  in  the  case.  The  members  met 
with  Professor  Lenny  Bloksberg  of  the  BU  School  of  Social  Work, 
who  made  several  recommendations.  Meetings  were  held  with 
the  Massachusetts  Association  of  Professional  Foster  Parents 
and  the  Foster  Parents  Association,  who  provided  invaluable 
assistance  and  information  to  the  Subcommittee. 

Meetings  were  held  from  February,  1988  to  March  of  1989. 
In  addition,  members  of  the  Special  Subcommittee  met  with 
Governor  Michael  Dukakis  to  express  their  concerns  over  the 
deaths  of  the  two  children.  The  members  requested  the  Governor 
to  expedite  all  investigations,  and  facilitate  the  release  of 
the  report  of  the  inquest,  in  order  that  accountability  could 
be  ascertained,  and  remediation  measures  could  be  implemented. 

In  addition,  the  Special  Subcommittee  has  held  press 
conferences,  and  members  were  interviewed  by  persons  in  the 
media  who  were  interested  in  the  efforts  of  the  Subcommittee, 
and  the  problem  conditions  that  were  the  focus  of  the  efforts 
of  the  Subcommittee. 

As  the  public  hearings  progressed  and  additional  questions 
and  issues  were  raised,  the  Special  Subcommittee  sought  to  ob- 
tain as  much  data,  research,  and  vital  information  as  was  poss- 
ible, in  order  that  its'  report  could  accurately  reflect  prob- 
lem areas  and  conditions,  and  propose  substantial  recommenda- 
tions to  address  these  areas. 

Whenever  it  was  determined  that  further  information  was 
needed,  the  members  of  the  Special  Subcommittee  met  with 
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parties  involved,  and  asked  for  clarification  or  further  data, 
and  wrote  letters  to  state  agencies  and  others  to  obtain 
answers  to  questions,  collect  further  data,  or  request  speci- 
fic information  or  statistics.  An  assessment  of  the  distribu- 
tion of  foster  homes  and  children  in  those  homes  across  the 
state  was  conducted  with  the  OSS  Central  Office,  Area  Offices, 
and  with  agencies  responsible  for  licensing  and  monitoring 
children  in  foster  care.  The  Subcommittee  received  a  large 
amount  of  correspondence  from  persons  who  wished  to  express 
their  concerns,  tell  of  a  situation  they  experienced,  state  an 
issues  of  concern  to  them,  or  offer  information  that  was  help- 
ful to  the  Subcommittee. 

The  Special  Subcommittee  is  extremely  grateful  to  all 
those  who  participated  in  its'  initiative  and  efforts,  to 
those  who  attended  the  public  hearings  and  offered  testimony, 
or  participated  as  panelists,  those  agencies  who  provided  in- 
valuable information,  including  police,  law  enforcement 
persons,  and  members  of  the  judicial  system,  health  and  hospi- 
tal personnel,  social  workers,  foster  parents,  parents  and 
children,  and  all  those  who  contributed  invaluable  assistance 
and  information  to  the  work  of  the  Special  Subcommittee. 

Volume  II  will  contain  the  full  minutes  of  all  the  public 
hearings  and  meetings  of  the  Special  Subcommittee  on  Foster 
Care . 

Henry  Gallop  and  Arron  Johnson  and  the  Hill  Foster  Home 


Henry  Gallop  was  placed  in  foster  care  in  the  spring  of 
1986.  Arron  Johnson  and  his  sister  were  placed  in  the  same 
foster  home  in  June  of  1987.  Both  children  were  placed  in  the 
same  foster  home  by  the  Department  of  Social  Services  and 
Roxbury  Children's  Service. 

Henry  Gallop  experienced  medical  problems  in  the  areas 
of  chronic  bronchitis,  fevers,  coordination  problems,  and  was 
possibly  epileptic.  Arron  Johnson  experienced  milder  problems 
involving  his  tonsils,  adenoids,  and  ears.  Each  child  was 
treated  at  two  hospitals  for  a  range  of  medical  and  health 
problems  that  were  unrelated  to  their  individual  health  status, 
but  were  of  "suspicious  origins"  or  "unexplained  causes". 
Henry  Gallop  died  on  August  11,  1987,  at  the  age  of  two  years, 
and  Arron  Johnson  died  on  November  17,  1987,  at  the  age  of  20 
months.  The  findings  of  the  inquest  conducted  on  the  deaths  of 
the  two  children  indicates  that  "both  died  as  a  result  of  the 
ingestion  of  an  organo-phosphate  poison.  However,  while  this 
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Court  has  heard  other  evidence  which  suggests  that  both  boys 
suffered  persistent  abuse  in  this  home,  based  upon  all  the 
evidence  available,  it  is  not  possible  to  say  whether  this 
poisoning  was  intentional  or  by  accident."  However,  there  are 
conflicting  accounts  of  the  causes  of  death  for  both  children. 
One  account  of  the  autopsy  reports  states  that  Henry  Gallop 
died  from  a  possible  blow  or  injury  to  the  chest  area,  and 
Arron  Johnson  may  have  died  from  asphyxiation  or  smothering. 
To  date,  it  is  not  certain  whether  these  accounts  have  been 
reconciled . 

The  home  of  James  and  Rachel  Hill  was  approved  in  Feb- 
ruary of  1981  as  a  foster  home  by  Roxbury  Children's  Service, 
which  is  under  contract  with  the  Department  of  Social  Services. 

The  Hill  home  had  a  history  of  chronic  problem  conditions 
involving  reports  of  abusive  conditions,  with  unknown  perpetra- 
tors. Also,  on  at  least  two  occasions,  children  were  removed 
from  the  Hill  home  on  an  "emergency  basis". 

At  the  time  Henry  Gallop  and  Arron  Johnson  were  living 
in  the  Hill  foster  home,  the  Hills  were  providing  family  day 
care  for  three  children,  including  a  grandson,  had  a  biologi- 
cal daughter  aged  16  years,  an  "emotionally  troubled"  adopted 
daughter,  aged  14  years,  another  adopted  daughter  aged  4  years, 
and  three  foster  children  -  Henry  Gallop,  Arron  Johnson,  and  a 
sister  of  Arron  Johnson.  The  Hills  had  four  "types"  of  children 
in  their  home  -  foster,  day  care,  adopted,  and  natural. 

The  14  year  old  adopted  daughter  lived  with  the  Hills 
since  March  of  1981,  and  was  adopted  by  them  at  the  age  of  7 
years  in  January  of  1983.  She  was  under  the  are  of  the  Dept . 
of  Mental  Health,  and  placed  in  the  Hill  home  under  the  super- 
vision of  the  Department  of  Social  Services.  This  child  was 
placed  in  Gaebler  Children's  Unit  in  the  summer  of  1987.  After 
Arron  Johnson's  death,  she  was  again  placed  in  Gaebler 
Children's  unit.  She  had  come  to  the  Hill  home  after  experienc- 
ing severe  mental  and  physical  abuse  by  her  natural  mother.  It 
must  be  noted  that  this  child  was  placed  in  the  Hill  home  prior 
to  the  many  problems  experienced  by  other  children  in  the 
household. 

Recently,  a  teenage  friend  of  the  14  year  old  told  a  news- 
paper reporter  that  the  14  year  old  had  confessed  that  she  had 
killed  Henry  Gallop.  Reportedly,  the  17  year  old  friend  was 
told  by  he  Hill's  adopted  daughter  in  October  of  1987,  that  she 
had  poisoned  the  child.  This  event  was  never  brought  forth  at 
the  inquest  report,  and  the  17  year  old  had  not  told  any  person 
of  this  confession. 

The  Office  of  the  Suffolk  District  Attorney  has  stated 
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that  the  Office  is  reviewing  certain  aspects  of  the  case  in 
order  to  try  and  corroborate  the  reported  confession  of  the 
14  (now  15)  year  old  adopted  daughter  of  the  Hills.  The  Office 
of  the  District  Attorney  had  already  received  the  inquest  re- 
port from  Judge  Spurlock  for  review,  and  will  examine  more 
closely  specific  areas  of  the  testimonies  at  the  inquest,  and 
the  new  information  that  has  been  recently  revealed. 

The  lawyers  for  both  natural  mothers  of  the  two  children 
have  stated  that  they  and  the  parents  are  extremely  conerned 
about  recent  events,  and  are  asking  for  a  new  investigation  of 
the  facts.  The  attorney  for  Henry  Gallop's  mother  asked  that 
the  14  year  old  be  placed  in  a  secure  setting  to  prevent  furth- 
er harm  to  others  or  herself. 

Recently,  the  14  year  old  was  moved  from  Gaebler  Child- 
ren's Unit  to  another  mental  health  facility. 

It  is  evident  from  an  evaluation  of  the  children  placed 
in  the  Hill  home,  and  a  history  of  the  home,  that  the  Hills 
cared  for  many  children  who  experienced  multiple  problems  and 
had  very  special  needs  requiring  extensive  supervision  and 
care.  Also,  the  Hills  would  have  required  special  supportive 
services  in  order  for  them  to  fulfill  their  difficult  roles 
of  providing  a  home,  care,  and  nurturance  as  foster  parents 
to  these  children.  In  addition,  they  cared  for  children  during 
the  day  when  their  home  was  a  family  day  care  program.  It  is 
possible,  and  very  probable,  that  a  large  number  of  children 
and  the  problems  experienced  by  these  children,  coupled  with 
inadequate  support  systems,  negatively  impacted  on  this  house- 
hold and  the  members  of  the  family  living  within.  The  family 
needed  special  support  services  to  meet  the  needs  of  the 
children,  and  further  should  have  been  provided  with  services 
needed  by  members  of  minority  communities  that  would  support 
and  meet  racial,  cultural,  and  ethnic  needs.  For  communities 
of  people  of  color  who  are  willing  to  take  children  with  spec- 
ial needs  and  problems,  and  large  numbers  of  children,  into 
their  homes,  there  should  be  an  array  of  services  and  resources 
that  are  sensitized  to  the  needs  of  these  communities. 

It  is  possible  that  the  Hill  home,  and  the  services  pro- 
vided by  the  Hills  to  multiple-status  children  of  diverse  ages 
and  needs,  was  over-utilized  and  under-supported  by  agencies 
and  the  systems  who  are  mandated  to  provide  services  and  supp- 
ort for  children  in  need,  and  for  the  persons  who  provide  care 
to  these  children. 
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Inquest  Report  and  Other  Reports 

On  April  4,  1988,  an  inquest  into  the  deaths  of  the  two 
children  was  requested.  The  inquest  began  on  May  2,  1988,  and 
ended  on  December  9,  1988,  with  twenty  days  of  testimony  in- 
volving 79  witnesses.  The  inquest  report  states  that  both 
children  died  from  organo-phosphate  poisoning,  but  the  court 
was  unable  to  determine  whether  the  deaths  were  accidental  or 
deliberate.  The  court  stated  that  some  suspicion  as  to  the 
person  responsible  for  the  children's  death  pointed  to  the 
adopted  daughter  of  the  Hills,  but  that  since  so  much  informa- 
tion had  been  lost  or  not  obtained,  and  investigations  had 
been  inadequate,  no  accurate  determination  could  be  made. 

The  inquest  report  states  that  "the  inquest  has  one 
essential  purpose  which  is  to  determine  the  circumstances 
surrounding  the  deaths  of  the  deceased.  It  is  an  investiga- 
tory proceeding  and  is  neither  accusatory  nor  adjudicatory." 

The  inquest  report  also  states  that  several  aspects  of 
the  case  raised  serious  concerns  about  the  foster  home,  and 
agencies  that  approved,  licensed,  and  provided  services  to 
the  foster  home,  but  that  questions  on  these  issues  would 
have  to  be  answered  in  another  forum. 

The  members  of  the  Special  Subcommittee  on  Foster  Care 
have  had  grave  concerns  about  the  inordinate  time  delays,  the 
inadequacy  of  investigations,  and  the  lack  of  accountability 
and  responsibility  that  are  demonstrated  by  this  case.  The 
members  have  been  concerned  that  unreasonable  time  delays  have 
prolonged  and  impeded  efforts  to  remedy  the  conditions  contri- 
buting to  the  deaths  of  the  foster  children.  The  delays  and 
inadequate  response  by  state  systems  have  hindered  attempts 
to  protect  other  children  who  may  be  at-risk. 

Also,  several  months  passed  before  the  death  certificates 
and  autopsy  reports  on  the  children  were  made  available.  The 
members  of  the  Special  Subcommittee  made  many  public  and 
private  attempts  to  obtain  this  crucial  information,  including 
the  autopsy  report,  in  order  to  fulfill  its'  mission.  These 
attempts  included  communication  with  Judge  Spurlock,  the 
Attorney  General,  the  District  Attorney,  EOHS  and  DSS,  and 
Governor  Dukakis.  The  Subcommittee  also  had  a  press  confer- 
ence to  urge  all  parties  to  facilitate  the  release  of  the 
report . 

After  nearly  a  year  since  the  beginning  of  the  inquest, 
the  report  was  released  on  April  10,  1989.  The  inquest  report 
and  the  findings  are  discussed  throughout  this  report,  and  a 
more  complete  review  of  the  findings  are  contained  in  Section 
II,  B. 
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Other  persons  and  groups  have  stated  their  concerns  about 
the  conditions  prior  to,  and  after,  the  deaths  of  the  two 
children.  The  Massachusetts  Committee  on  Children  and  Youth, 
MCCY,  wrote  a  letter  to  Governor  Dukakis  outlining  their  con- 
cerns, and  stating  some  recommendations.  Representatives  from 
MCCY  also  testified  at  a  public  hearing  of  the  Special  Sub- 
committee, and  provided  the  Subcommittee  with  invaluable  in- 
formation. 

In  May,  1988,  Human  Services  Secretary  Philip  Johnston 
appointed  a  five  person  panel  "to  review  systemic  policy  and 
organizational  issues  raised  as  a  result  of  the  deaths  of  two 
young  children  in  the  same  foster  home  within  a  three  month 
period."  The  panel  was  asked  not  to  review  specific  circum- 
stances surrounding  the  deaths  due  to  the  ongoing  inquest. 
The  Panel  met  several  times,  and  made  recommendations  on  issues 
such  as:  information-sharing  between  agencies  and  public  and 
private  agencies;  procedures  and  protocols  concerning  deaths 
and  serious  injuries  of  children  in  foster  care;  the  relation- 
ship between  DSS  and  OFC  and  private  foster  care  placement 
agencies,  and  the  adequacy  of  existing  systems  for  reviewing 
and  monitoring  foster  placements.  The  Panel  proposed  a  range 
of  recommendations  to  address  problem  areas.  The  Subcommittee 
supports  the  recommendations. 

To  date,  there  has  been  no  analysis,  evaluation,  or 
investigation  that  has  been  independent  of  state  systems,  nor 
has  there  been  any  impartial  review  of  all  events  and  circum- 
stances surrounding  the  deaths  of  the  children. 

Areas  of  Concern 

The  members  of  the  Special  Subcommittee  fully  recognize 
that  there  are  numerous  foster  parents  who  provide  homes  for 
children  that  are  of  excellent  quality.  These  foster  parents 
provide  love,  care,  and  nurturance  to  many  children  who  are 
in  urgent  need,  and  devote  much  of  their  lives  and  resources 
to  providing  a  home  for  these  children.  The  members  highly 
commend  these  foster  parents,  for  without  them  there  would  be 
no  foster  care  system,  and  children  would  be  left  without  the 
vital  resources  they  provide.  The  members  also  fully  recognize 
that  there  are  many  persons,  agencies,  and  service  providers 
who  support,  service,  and  enhance  the  roles  of  foster  parents, 
and  the  children  to  whom  they  provide  a  home. 

The  members  are  also  fully  aware  that  the  problems  of 
children  today  are  complex  and  multi-faceted.  Often  children 
placed  in  foster  care  are  coming  from  multi-problem  and  often 
dysfunctional  families.  While  there  are  conditions  of  homeless- 
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ness,  single  parenthood,  illness,  poverty  and  other  factors 
contributing  to  families  needing  to  place  their  children  in  the 
care  of  the  state,  children  are  also  coming  from  homes  in  which 
there  is  family  violence,  drug  and  alcohol  abuse,  crime,  AIDS, 
and  other  problems.  The  numbers  of  children  coming  from  these 
conditions  are  increasing  at  an  alarming  rate,  and  are  contri- 
buting to  overwhelming  state  systems  and  those  whose  mandate 
it  is  to  provide  services  to  meet  these  complex  needs.  The 
recommendations  contained  in  this  report  are  proposed  with 
these  conditions  taken  into  consideration. 

Since  the  inception  of  the  Special  Subcommittee  on  Foster 
Care,  and  as  problem  areas  came  to  the  forefront,  some  changes 
and  improvements  have  been  initiated  by  the  Executive  Office  of 
Human  Services  and  the  Department  of  Social  Services.  The 
Advisory  Panel  report  also  reflects  these  improvements,  and  the 
Panel  has  identified  some  of  the  problem  areas.  Some  of  the 
improvements  were  presented  at  the  public  hearing  of  the  Sub- 
committee on  December  6,  1988,  and  some  were  presented  through 
correspondence.  Some  of  the  changes  were  made  prior  to  the 
establishment  of  the  Special  Subcommittee  on  Foster  Care.  Some 
are  stated  in  the  form  of  proposals. 

Foster  Care  Review  legislation  has  been  implemented. 
Foster  parents  receive  eleven  weeks  of  training. 
All  40  DSS  area  offices  have  been  licensed  by  OFC. 
A  medical  passport  system  has  been  implemented. 
Rates  and  clothing  allowances,  along  with  out-of 
pocket  expenses  are  being  reimbursed  to  foster 
parents;  daily  rates  and  clothing  allowances  have 
increased. 

Statutes  should  be  amended  to  facilitate  information- 
sharing. 

DSS  and  OFC  have  formed  an  interagency  agreement  to 
eliminate  barriers  to  sharing  needed  information,  and 
to  improve  communication. 

Regulatory  changes  have  been  made  with  regard  to 
agency  contracts. 

Strengthening  of  the  role  of  the  homefinder. 
Increase  of  services  to  foster  parents. 
DSS  Professional  Advisory  Committee  should  review  all 
DSS  investigative  reports  of  children  who  have  died 
in  foster  care. 

The  DSS  interagency  agreement  with  the  Chief  Medical 
Examiner  should  be  enforced  and  monitored. 
Increase  education  of  mandated  reporters. 
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Other  improvements  and  modifications  implemented  in  the 
foster  care  system  are  discussed  in  Volume  II. 

Throughout  the  study  of  the  Special  Subcommittee,  many 
areas  of  concern  surfaced  and  proved  to  be  evidence  of  problem 
areas  that  permeated  individual  systems  and  across  multiple 
state  systems.  Of  grave  concern  to  the  members  of  the  Sub- 
commttee  are:  inconsistent  and,  at  times,  inadequate,  ability 
of  state  systems  and  servicing  agencies  to-  monitor,  protect, 
and  care  for,  certain  children  in  their  charge;  to  internally 
identify  and  remediate  problem  areas;  to  intervene  and  prevent 
further  abusive  conditions  with  certain  children;  to  provide 
adequate  support  services  and  monitor  service  delivery;  to 
fulfill  their  own  mandates;  to  implement  appropriate  response 
plans  in  the  event  of  serious  injury  or  deaths  of  children; 
and  to  fully  conduct  internal  as  well  as  impartial  reviews 
and  investigations  when  serious  injuries  and  deaths  do  occur. 
The  Special  Subcommittee  is  concerned  about  the  centralized 
autonomy  of  DSS,  and  about  state  systems  that  are  accountable 
only  to  themselves,  even  though  children  are  placed  in  their 
protection  and  care. 

The  members  are  especially  concerned  about,  and  are 
actively  seeking,  accountability  from  all  parties  at  the 
state,  area,  and  local  level,  who  failed  to  fulfill  their 
mandates  in  protecting  and  caring  for  children  in  their 
charge.  The  Special  Subcommittee  has  outlined  specific  areas 
of  concern  in  this  report,  and  has  offered  recommendations 
for  positive  improvements. 

The  Special  Subcommittee  has  developed  a  legislative 
package  to  address  some  of  the  recommendations  and  problem 
areas.  Some  pieces  of  the  legislation  have  been  filed;  other 
pieces  of  the  package  are  being  drafted  and  will  be  filed. 
The  members  have  also  formed  recommendations  involving 
policy,  practice,  and  regulations. 

The  format  of  the  report  is  to  first  analyze  and  review 
the  cases  of  Henry  Gallop  and  Arron  Johnson,  and  the  Hill 
foster  home.  A  chronology  of  events  is  presented  in  Section  I. 
Section  II  presents  the  Areas  of  Concern,  and  each  subsection 
outlines  a  statement  of  the  issues,  the  problem  areas,  and 
recommendations  to  address  the  problem  areas.  The  subsections 
of  Section  II  are: 

A.  Mandated  Reporters  and  the  Reporting  Process 

B.  Response  to  the  Death  of  a  Child  in  the  Care  of 
the  State 

C.  Needs  of  Children  in  Foster  Care  and  the  Provision 
of  Supportive  Information  and  Services 

D.  Types  of  Placements  of  Children  in  Foster  Care 
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SECTION  I 

EVENTS  PRIOR  TO  THE  DEATHS  OF  HENRY  GALLOP  AND  ARRON  JOHNSON 


In  the  spring  of  1986,*  Henry  Gallop,  1  year  old,  was 
placed  in  the  foster  home  of  James  and  Rachel  Hill  in  Roxbury, 
Massachusetts.  On  June  7,  1987,  Arron  Johnson,  15  months  old, 
and  his  sister,  2-1/2  years  old,  were  also  placed  in  the  Hill 
foster  home. 

While  there  are  incomplete  and  inconsistent  accounts  of 
the  health  status  of  each  of  the  children,  information  that 
is  available  indicates  that  Henry  Gallop  had  a  history  of 
epilepsy,  fevers  of  "unknown  origins"  since  infancy,  and 
chronic  bronchitis.  The  child  also  experienced  "coordination 
problems",  and  had  a  history  of  falling  down  frequently. 
According  to  reports,  Rachel  Hill  stated  that  a  social  worker 
from  the  Department  of  Social  Services  told  her  that  Arron 
Johnson  was  "in  excellent  medical  health  except  for  some 
allergies".  When  the  child  was  taken  for  a  physical  examina- 
tion, Mrs.  Hill  was  told  by  the  physician  that  his  adenoids 
and  tonsils  would  have  to  be  removed. 

According  to  testimony  given  by  Marie  Matava,  Commissioner 
of  the  Department  of  Social  Services  (DSS),  at  the  public  hear- 
ing of  the  Special  Subcommittee  on  Foster  Care  on  December  6, 
1988,  both  children  had  many  health  complications  and  medical 
problems. 

Between  April  and  August  of  1987,  Henry  Gallop  was  taken 
to  the  Children's  Hospital  in  Boston  approximately  15  times 
for  problems  that  included  seizures,  pneumonia,  difficulties 
with  breathing,  ear  infections,  cuts,  vomiting,  and  burns  that 
were  said  to  be  caused  by  "radiator  steam". 

On  May  11,  1987,  Henry  Gallop  was  treated  at  Children's 
Hospital  for  a  cut  that  was  deep  enough  to  require  stitches  on 
the  inside  of  his  left  hand. 

According  to  accounts,  Henry  Gallop  was  hospitalized  at 
Children's  Hospital  for  three  days  in  June,  1987,  with  "vomit- 
ing and  inflammation  of  the  upper  airway" .  The  child  also  had 
"an  acute  onset  of  drooling  and  lip  swelling" .  Medical  reports 
stated  that  there  was  a  question  of  "caustic  ingestion"  con- 
tributing to  the  child's  illness. 

*   Reports  state  that  notes  from  the  DSS  social  worker  reflect- 
ing the  exact  dates  Henry  Gallop  was  placed  were  missing 
from  his  record.  Therefore  the  exact  date  of  placement  could 
not  be  established. 
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On  July  9,  1987,  Henry  Gallop  was  again  taken  to  the 
Children's  Hospital  with  a  deep  cut  requiring  stitches  on  the 
inside  of  his  right  hand. 

On  August  8,  1987,  Arron  Lewis  Johnson  was  taken  to 
Children's  Hospital  by  ambulance  at  8:19  p.m.  According  to 
reports,  he  was  having  difficulty  breathing,  and  had  been 
found  with  "fluid  coming  from  his  mouth"  by  the  Hills'  14 
year  old  adopted  daughter.  A  natural  daughter  of  the  Hills, 
16  years  old,  called  the  911  emergency  number.  When  the 
Emergency  Medical  Technicians  arrived,  the  older  teen  was 
holding  the  child.  Arron  Johnson  was  treated  at  the  Hill 
home  and  taken  to  Children's  Hospital.  The  older  daughter 
went  to  the  hospital  with  the  child,  leaving  the  14  year 
old  at  home  to  care  for  the  other  children. 

At  the  hospital,  the  examining  physician  noted  abrasions 
on  the  child's  nose,  lip,  and  under  the  right  eye. 

At  9:20  p.m.  on  the  same  evening,  the  Emergency  Medical 
Technicians  were  again  summoned  to  the  Hill  home.  Henry 
Gallop  was  also  taken  to  Children's  Hospital  by  ambulance. 
The  14  year  old  adopted  daughter  told  the  EMT ' s  that  she 
had  found  Henry  with  "blood  in  his  mouth  and  his  body  shaking" 

Mr.  and  Mrs.  Hill  told  the  doctor  that  they  were  not  at 
home  at  the  time  of  these  incidences. 

On  August  11,  Henry  Gallop  was  found  unconscious  at  the 
Hill  home  and  taken  to  the  hospital,  where  he  could  not  be 
revived.  The  cause  of  death  was  stated  as  "internal  hemorrh- 
aging caused  by  an  unexplained  trauma" .  Henry  Gallop  was  two 
years  old. 

According  to  accounts,  Boston  Police  Officers  visited 
the  Hill  home  on  August  18,  and  interviewed  Rachel  Hill.  Mrs. 
Hill  reportedly  told  the  police  that  she  had  put  the  children 
to  bed  for  naps  at  about  2:30  p.m.  on  August  11.  She  said  she 
had  looked  in  on  the  children  about  an  hour  later,  and  "they 
appeared  to  be  alright".  At  approximately  6:00  p.m.,  the  14 
year  old  adopted  daughter  tried  to  wake  the  child  up  and  told 
Mrs.  Hill  that  he  was  not  breathing.  Mrs.  Hill  called  the  911 
number.*  The  Boston  Police  Department  and  a  hospital  ambulance 
responded  and  went  to  the  Hill  home.  Mrs.  Hill  accompanied  the 
child  to  the  hospital.  Mrs.  Hill  told  the  police  officers  that 
she  did  not  know  the  final  diagnosis  of  the  child's  condition 
at  the  time  of  his  death. 

On  November  17,  1987,  Arron  Johnson  was  found  unconscious 

*  The  inquest  report  states  that  Mrs.  Hill  received  instruct- 
ions on  the  use  of  CPR.  The  conversation  was  erased  by  the 
Dept .  of  Health  and  Hospitals,  due  to  delays  in  investigating. 
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at  the  Hill  home  at  6:30  p.m. ,  and  was  taken  to  Boston  City 
Hospital,  where  he  was  declared  dead  by  a  physician.  He  was 
20  months  old,  and  reports  stated  that  he  died  of  "unexplain- 
ed causes" . 

Reports  state  that  on  the  afternoon  of  November  17,  Mrs. 
Hill  had  gone  on  an  errand  with  her  son,  and  the  two  teenage 
daughters  were  left  at  home  to  care  for  Arron  Johnson.  After 
returning  home,  Mrs.  Hill  moved  the  child,  who  was  sleeping, 
to  a  bedroom.  She  stated  that  he  appeared  to  be  alright,  and 
continued  to  sleep.  When  Mrs.  Hill  later  asked  the  14  year  old 
daughter  to  wake  the  child  up,  the  daughter  told  her  that  some- 
thing was  wrong,  and  that  he  was  not  breathing.  Mrs.  Hill  call- 
ed the  911  emergency  number.  Paramedics,  the  Boston  Fire 
Department,  and  the  police  all  responded  to  the  call.  Attempts 
were  made  to  revive  the  child,  but  were  unsuccessful. 

On  December  7,  Boston  police  officers  interviewed  Mr.  and 
Mrs.  Hill.  They  were  told  by  the  Hills  that  Arron  Johnson  had 
medical  problems  with  his  adenoids,  tonsils,  and  eyes.  The 
Hills  described  Henry  Gallop  as  "plagued  with  extensive  medical 
problems,  including  seizures  and  blood  vomiting". 

PLACEMENT  OF  HENRY  GALLOP  AND  ARRON  JOHNSON  IN  FOSTER  CARE 

According  to  public  statements  made  by  Lisa  Gallop,  mother 
of  Henry  Gallop,  and  Carmella  Banks,  mother  of  Arron  Johnson,* 
each  had  placed  their  children  with  the  Department  of  Social 
Services  through  voluntary  agreements.  Each  was  experiencing 
personal  problems  they  were  attempting  to  resolve,  and  both 
stated  they  had  assumed  the  placements  of  their  children  in 
foster  care  to  be  temporary.  Both  mothers  said  they  thought 
they  would  have  continuous  communication  with  DSS,  the  foster 
parents,  and  with  their  children  during  the  placement  period. 
Each  mother  thought  they  would  be  allowed  to  visit  with  their 
children,  and  understood  their  children  would  be  returned  to 
them  when  they  had  solved  their  problems,  and  could  provide  a 
good  home  for  them. 

The  parents  stated  that  they  had  not  seen  their  children 
at  any  time  during  the  foster  care  placement,  did  not  know 
where  the  children  had  been  placed,  did  not  have  any  contact 


The  natural  mothers  of  the  two  children,  Lisa  Gallop  and 
Carmella  Banks,  were  interviewed  on  April  24,  1988,  on  the 
television  program,  Boston  Common,  on  Channel  7. 


(4) 
SECTION  I 


with  DSS  or  the  foster  parents,  and  were  unaware  of  any  of 
the  children's  illnesses  or  injuries. 

The  parents  stated  that  the  EMT's  who  had  been  called  to 
the  Hill  home  and  had  taken  the  children  to  the  hospital,  knew 
that  the  children  were  often  injured  or  ill,  and  knew  that  the 
Hill  home  was  often  unsupervised.  The  parents  said  that  care  of 
younger  children  in  the  Hill  home  was  often  left  to  other  older 
children  in  the  Hill  home.  Emergency  Medical  Technicians  had 
treated  injuries  and  illnesses  to  children  living  there,  and 
had  taken  both  children  to  Boston  City  Hospital  or  Children's 
Hospital  on  several  occasions. 

Both  natural  parents  of  the  deceased  children  have  filed 
lawsuits  against  the  Department  of  Social  Services  for  $100,000 
each  in  damages,  as  a  result  of  the  deaths  of  their  two 
children.  Attorneys  for  the  two  mothers  also  filed  a  civil 
rights  action  against  the  state,  and  have  stated  they  may  seek 
damages  from  sources  other  than  the  state. 

THE  FOSTER  HOME  OF  JAMES  AND  RACHEL  HILL 

In  February  of  1981,  the  home  of  Rachel  and  James  Hill  was 
approved  as  a  foster  home  by  Roxbury  Children's  Services,  which 
is  under  contract  with  the  Department  of  Social  Services.  Also 
in  February,  there  were  complaints  registered  against  the  Hill 
home.  The  nature  of  the  complaints  focused  on  there  being  too 
many  children  in  the  home  -  foster  children,  day  care  children, 
and  the  Hills'  biological  children.  It  was  recommended  that 
Roxbury  Children's  Service  supervise  and  monitor  the  home  more 
closely.  The  family  has  moved  on  two  or  three  occasions,  and 
currently  live  in  an  apartment  building  in  Roxbury. 

On  March  16,  1981,  a  foster  child  was  placed  in  the  home, 
on  a  pre-adoptive  basis.  The  Hills  were  approved  as  adoptive 
parents  for  this  child  in  June,  1982. 

Accounts  state  that  a  report  of  suspected  child  abuse  was 
filed  by  Children's  Hospital  on  a  foster  child  in  the  Hill 
home  in  November  of  1981.  The  child  reportedly  had  a  burn  or 
abrasion  on  the  lip  that  had  remained  untreated.  In  the  opinion 
of  the  hospital  staff,  the  would  should  have  been  medically 
treated  earlier.  The  report  was  substantiated  by  the  Department 
of  Social  Services,  then  the  Department  of  Public  Welfare,  with 
an  "unknown  perpetrator". 
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On  November  16,  1981,  a  foster  child  was  removed  from 
the  home  on  an  "emergency  basis".  Exact  details  of  this 
situation  are  not  known.* 

In  December  of  1983,  two  foster  children  were  removed 
from  the  Hill  home,  again  on  an  "emergency  basis".  Reports 
state  that  one  child  said  she  had  been  locked  in  a  refrig- 
erator by  the  Hills'  teenage  daughter.  The  child  said  there 
were  cockroaches  in  the  refrigerator. 

The  Hills  received  approval  to  adopt  a  foster  child  in 
January  of  1985.  In  March,  1986,  Roxbury  Children's  Service 
"highly  recommended"  the  Hill  home  as  a  foster  home  for  four 
children,  ages  0-18  years  of  age. 

According  to  a  footnote  in  the  inquest  report,  "Why  the 
Hill  household  was  available  as  a  foster  home  is  a  question 
that  DSS  and  Roxbury  Children's  Service  will  have  to  answer 
in  another  forum.  It  is  clear  from  the  records  of  RCS  that 
there  was  a  history  of  problems  in  that  home."  The  current 
status  of  Roxbury  Children's  Service  is  not  known.  The  Sub- 
committee is  concerned  about  the  lack  of  supervision  provid- 
ed by  DSS  and  OFC  to  Roxbury  Children's  Service. 

CHILDREN  IN  THE  HILL  FOSTER  HOME 

At  the  time  Henry  Gallop  and  Arron  Johnson  were  living 
in  the  Hill  foster  home,  the  Hills  were  also  providing 
family  day  care  for  three  children,  including  their  grandson. 
The  other  two  children  in  day  care  were  unrelated  to  the  Hills. 
The  Hills  had  a  biological  daughter,  age  16,  living  at  home, 
two  adopted  daughters,  ages  4  and  14  years,  and  three  foster 
children-Henry  Gallop,  Arron  Johnson,  and  a  sister  of  Arron 
Johnson,  age  2-1/2  years. 

According  to  the  findings  from  the  hearings  of  the  Special 
Subcommittee  on  Foster  Care,  the  Hills  had  four  "types"  of 
children  in  their  home  -natural,  adopted,  foster  and  day  care. 
Totaled,  there  were  at  least  nine  children  in  the  Hill  home, 
including  the  day  care  children. 

While  there  is  inadequate  information  to  confirm  the  ex- 
tent of  the  problems,  or  special  needs,  of  any  of  the  children 
in  the  Hill  home,  reports  state  that  at  least  one  of  the  two 
foster  children  who  died  experienced  health  problems  when 

*  DSS  regulations  state  the  conditions  of  an  emergency  removal: 
Emergency  removal  pursuant  to  MGL  Ch.  119,  S.51B  is  an 
extreme  measure  requiring  dire  circumstances.  After  certain 
conditions  are  fulfilled,  the  report  shall  be  filed  in  court. 
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placed  in  the  home.  The  14  year  old  adopted  daughter  has  been 
described  as  "emotionally  troubled"  and  experienced  some  form 
of  mental  illness.  Reports  state  that  this  child  had  been 
severely  mentally  and  physically  abused  by  her  biological 
mother.  This  child  was  under  the  care  of  the  Department  of 
Mental  Health.  It  is  not  known  who  placed  this  child  in  the 
Hill  home,  whether  the  Hills  were  aware  of  her  emotional 
problems,  or  who  was  responsible  to  monitor  her  care  in  the 
Hill  home.  She  attended  school  at  a  mental  health  clinic  in 
Boston. 

Since  the  14  year  old  adopted  daughter  is  a  minor,  her 
name  will  not  be  used  in  this  report,  although  it  has  been 
published  in  media  accounts.  While  it  is  not  certain,  due  to 
information  derived  from  accounts  received  by  the  Special 
Subcommittee,  the  belief  is  held  that  this  child  is  the  one 
placed  with  the  Hills  in  March  of  1981,  and  was  adopted  by 
them  at  age  7  in  January  of  1983. 

The  14  year  old  adopted  daughter  reportedly  is  the  person 
who  called  the  Emergency  Medical  Technicians  when  Henry  Gallop 
had  cuts  on  his  hands  on  May  11,  1987,  and  again  on  July  9, 
1987.  The  EMTs  went  to  the  Hill  home  and  took  Henry  Gallop  to 
the  hospital  for  treatment  to  his  hands.  The  EMTs  who  had  re- 
sponded to  the  call  reportedly  put  into  their  accounts  of  that 
incident  that  they  were  aware  the  Hill  home  was  often  unsuper- 
vised, and  care  of  the  younger  children  was  often  left  to  other 
teens  in  the  home  -  the  Hill's  16  year  old  biological  daughter, 
and  the  14  year  old  adopted  daughter.  The  report  also  stated 
that  the  Hills  were  often  not  at  home. 

The  adopted  daughter  also  is  the  person  who  called  the 
EMTs  with  the  older  daughter,  when  she  found  Henry  Gallop  "with 
blood  in  his  mouth,  and  his  body  shaking",  on  August  8,  1987. 

Sometime  toward  the  end  of  August,  1987,  the  Hill ' s  14 
year  old  adopted  daughter  was  placed  in  the  Gaebler  Children's 
Unit  at  Metropolitan  State  Hospital  for  10  days  for  "self- 
destructive  behavior". 

After  her  release  from  the  Gaebler  Unit,  the  adopted  child 
did  not  return  to  the  Hill  home,  but  went  to  live  with  Reverend 
Anthony  Hamby,  the  Hill ' s  church  pastor,  in  the  fall  of  1987. 
Accounts  state  that  Reverend  Hamby  was  familiar  with  the  Hill 
family  members,  and  had  taken  a  bottle  of  "poison"  from  the 
14  year  old  earlier  in  the  summer  of  1987.  Reverend  Hamby  had 
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the  contents  of  the  bottle  analyzed  at  a  laboratory.  When 
asked  later  during  the  investigation  what  the  contents  were, 
Reverend  Hamby  thought  it  was  "hydrus  peroxide"  or  "hydrogen 
peroxide",  but  he  could  not  be  sure.  He  later  threw  away  the 
bottle  and  the  contents. 

The  14  year  old  had  told  Reverend  Hamby 's  niece,  who  had 
been  visiting  with  him  during  the  summer,  that  one  of  the 
children  "ate  poison",  and  said  she  got  the  bottle  from  another 
teenager  living  in  Dorchester. 

According  to  reports,  this  child  "slept  with  knives",  and 
had  poison  in  her  possession.  The  adopted  daughter  shared  a 
room  with  Henry  Gallop,  and  both  she  and  the  16  year  old 
daughter  often  took  care  of  the  younger  children  in  the  Hill 
home. 

When  Reverend  Hamby  was  no  longer  able  to  care  for  this 
child,  stating  that  he  "could  no  longer  handle  the  child  and 
her  antics",  she  returned  to  the  Hill  home  on  November  16.  The 
police  were  aware  of  this  change,  and  made  a  report  of  Reverend 
Hamby  s  statement  about  her  behavior. 

On  the  day  that  Arron  Johnson  died  in  November  of  1987, 
the  14  year  old  child  was  babysitting  for  him.  She  has  since 
been  placed  again  in  the  Gaebler  Children's  Unit. 

INVESTIGATION  INTO  THE  DEATHS  OF  HENRY  GALLOP  AND  ARRON  JOHNSON 


Reportedly,  neither  the  Department  of  Social  Services 
nor  the  biological  parents  had  any  knowledge  of  the  illnesses 
and  injuries  suffered  by  the  two  children  up  to  and  including 
the  events  of  August  8,  when  both  children  were  taken  to  the 
hospital.  Apparently,  neither  the  foster  parents  nor  the 
hospital  staff,  nor  the  EMTs ,  reported  these  events  to  DSS  or 
the  natural  parents. 

According  to  reports,  a  "medic"  stated  that  he  had  filed 
a  report  of  child  neglect,  called  a  "51A"  to  denote  section 
51A  of  MGL  Chapter  119,  Care  and  Protection,  regarding  these 
incidences,  but  no  "51A"  report  was  found  on  file  with  DSS. 
According  to  the  inquest  report,  EMTs  insist  this  report  was 
filed. 

The  16  year  old  daughter  of  the  Hills  was  reportedly  the 
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person  who  accompanied  Apron  Johnson  to  the  hospital  on  August 
8.  She  told  a  hospital  social  worker  that  her  parents  were 
often  not  at  home,  and  that  she  had  to  babysit  a  lot  of  the 
time. 

Reportedly,  the  social  worker  left  a  note  on  the  record 
of  the  children  that  DSS  should  be  contacted,  and  recommended 
that  the  hospital  team  review  the  cases  on  the  following 
Monday.  Apparently  there  was  no  follow-up  to  this  notation, 
and  reports  state  that  the  social  worker  has  since  left  the 
job  at  the  hospital. 

After  the  children  were  taken  to  the  hospital,  Boston 
police  officers  went  to  the  Hill  home.  The  foster  parents  were 
not  at  home,  but  the  adopted  daughter  and  the  Hill's  natural 
daughter  were  at  home.  The  16  year  old  daughter  had  been  out 
for  part  of  the  evening,  and  it  is  presumed  that  the  14  year 
old  had  been  left  alone  with  the  children  during  this  time. 
The  police  officers  made  note  of  the  EMTs  report  of  the  events 
of  August  8  that  Henry  Gallop  had  been  taken  out  of  the  home 
to  the  hospital  under  the  same  conditions  as  Arron  Johnson 
had  been  at  an  earlier  time. 

The  inquest  report  states  that  on  the  morning  of  August 
11,  1987,  Henry  Gallop  was  taken  to  the  University  Hospital 
for  an  appointment  for  a  speech  coordination  evaluation,  and 
"appeared  in  good  health". 

The  inquest  report  also  states  that  after  Henry  Gallop 
was  taken  to  the  hospital  on  August  11,  a  nurse  called  the  DSS 
Child-At-Risk  Hotline.  The  purpose  of  this  call  was  to  have 
the  child's  natural  mother  notified,  to  afford  her  the  opportu- 
nity to  come  to  the  hospital.  Also,  the  attending  physician  at 
the  hospital  called  the  child's  regular  doctor  to  inform  him  of 
his  death,  and  to  obtain  his  medical  history.  The  regular 
doctor  gave  the  medical  history,  but  did  not  inform  him  about 
the  child's  living  conditions,  which  he  had  expressed  concerns 
about  in  June  of  1987  when  the  child  had  been  to  the  hospital 
on  several  occasions. 

The  inquest  report  states  that  no  person  investigating 
the  death  of  Henry  Gallop  ever  attempted  to  document  his  medi- 
cal history  immediately  after  his  death. 

On  August  12,  1987,  the  social  worker  from  Boston  City 
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Hospital  emergency  room  called  DSS  to  state  that  there  was 
uncertainty  about  the  cause  of  Henry  Gallop's  death. 

Also  on  August  12,  an  autopsy  was  performed  on  Henry 
Gallop  by  Chief  Medical  Examiner,  Or.  Brian  Blackbourne.  Also 
in  attendance  was  Lt .  John  Daley  of  the  Boston  Homicide  Unit. 
When  Dr.  Blackbourne  examined  suspicious  bruises  on  the 
child's  body,  he  telephoned  the  office  of  the  district  attorn- 
ey to  report  his  concerns.  The  cause  of  death  was  stated  as 
"acute  pulmonary  and  inter-abdominal  hemorrhage;  manner  of 
death  is  undetermined". 

According  to  the  inquest  report,  findings  from  the 
autopsy  report  indicated  there  were  several  abrasions  on  the 
child ' s  body  and  areas  of  hemorrhaging  internally  and  extern- 
ally. 

The  Office  for  Children  began  an  investigation  of  the 
Roxbury  Children's  Service  on  August  13,  regarding  Henry 
Gallop's  death.  The  Department  of  Social  Services  denied  any 
access  to  the  child's  records,  citing  confidentiality  reasons 
for  the  denial. 

On  August  14,  a  DSS  social  worker  called  Boston  City 
Hospital  to  request  Henry  Gallop's  death  certificate.  A  spokes- 
person at  the  hospital  stated  that  the  certificate  was  at  the 
Office  of  the  Medical  Examiner  and  would  not  be  available  un- 
til the  cause  of  death  was  determined.  DSS  social  workers  made 
several  more  attempts  to  obtain  the  autopsy  report  on  Henry 
Gallop  throughout  the  fall  of  1987.  Each  time  they  were  told 
that  the  report  was  incomplete  and  not  yet  available,  and 
that  the  cause  of  death  has  not  been  determined. 

Between  August  and  November  of  1987,  there  were  several 
meetings  between  the  office  of  the  district  attorney,  and  the 
office  of  the  medical  examiner,  to  discuss  unresolved  deaths. 
According  to  the  inquest  report,  there  was  no  indication  at 
any  of  these  meetings  that  Henry  Gallop's  death  should  be 
further  investigated.  There  is  conflicting  information  about 
these  meetings,  as  one  report  indicates  that  Dr.  Blackbourne 
urged  the  members  of  this  group  to  complete  an  investigation 
on  the  child's  death. 

On  September  2,  1987,  a  DSS  Case  Investigation  Unit  began 
an  investigation  into  Henry  Gallop's  death.  According  to  the 
inquest  report,  it  was  "not  for  the  purpose  of  determining  how 
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Henry  died,  but  primarily  to  look  at  what  types  of  services 
were  provided  by  the  Department  to  the  Hill  family".  The  in- 
quest report  questioned  why  the  records  of  the  Roxbury  Child- 
ren's Service  were  not  available  to  DSS  during  the  review,  and 
stated  that  this  question  had  not  been  adequately  explained. 

The  attending  physician  for  Arron  Johnson  was  the  same 
doctor  who  attended  Henry  Gallop  on  the  night  he  died.  A  second 
doctor  also  attempted  to  revive  Arron  Johnson.  The  two  doctors 
discussed  the  fact  that  both  children  had  died  in  the  same 
foster  home,  and  called  the  Department  of  Social  Services.  The 
doctor  who  attended  both  children  filed  a  "51A"  report.  The 
second  doctor  called  the  police  and  stated  that  both  deaths 
had  occurred  in  the  same  home.  After  checking  the  files,  the 
police  then  called  the  Child-At-Risk  Hotline  and  spoke  with  a 
supervisor. 

The  doctors  then  talked  with  a  social  worker  from  DSS. 
Two  social  workers  and  a  juvenile  officer  went  to  the  Hill 
home  to  remove  the  sister  of  Arron  Johnson. 

On  November  18,  an  autopsy  on  Arron  Johnson  was  perform- 
ed by  Dr.  Michael  Arnall,  a  medical  examiner.  The  findings  in- 
cluded abrasions  on  the  child's  forehead,  upper  lip,  shoulders, 
and  bruises  on  his  scalp.  The  findings  also  revealed  that  the 
child  had  brain  edema  that  was  "consistent  with  asphyxiation  or 
smothering  and  a  collection  of  fluid  in  the  lungs",  according 
to  the  inquest  report.  The  medical  examiner  was  unsure  if  death 
was  caused  by  natural  means  or  by  smothering. 

On  November  19,  DSS  issued  a  memorandum  documenting 
attempts  to  obtain  the  autopsy  report  on  Henry  Gallop.  A 
Department  social  worker  learned  that  an  investigation  was 
being  conducted  because  of  bruises  on  the  child's  body  at  the 
time  of  his  death.  DSS  social  workers  were  unable  to  contact 
Dr.  Blackbourne. 

On  November  27,  DSS  stated  the  report  of  abuse  on  Arron 
Johnson  filed  by  Boston  City  Hospital  personnel  was  unsub- 
stantiated. The  Department  had  received  three  "51A"  reports 
from  three  separate  persons  after  Arron  Johnson  died.  Details 
of  the  investigation  leading  to  this  decision  are  not  known. 

In  early  December,  DSS  was  informed  by  Dr.  Blackbourne 
that  Henry  Gallop  had  died  of  "a  hemorrhage  in  the  lungs, 
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probably  caused  by  an  inflicted  injury",  and  Arron  Johnson  had 
not  died  of  natural  causes. 

On  December  4,  a  DSS  area  director  filed  a  "51A"  report  on 

both  children,  which  were  later  unsubstantiated  because  the 

Department  was  unable  to  obtain  autopsy  reports  from  Dr. 
Blackbourne. 

On  December  17,  Dr.  Blackbourne  held  a  meeting  at  Boston 
City  Hospital  concerning  the  deaths  of  the  two  boys.  In  attend- 
ance were  members  of  the  DSS  Case  Investigation  Unit.  According 
to  the  inquest  report,  Dr.  Blackbourne  stated  Henry  Gallop  had 
a  number  of  injuries  and  he  was  not  satisfied  that  they  were 
accidental.  Dr.  Blackbourne  would  list  the  findings  as  "suspic- 
ious unexplained  injuries".  As  a  result  of  this  meeting,  DSS 
substantiated  a  "51A"  report  on  Henry  Gallop,  but  found  that 
the  abuse  or  risk  of  abuse  to  Arron  Johnson  and  the  other 
children  in  the  home  were  unsubstantiated. 

The  inquest  report  notes  that  DSS  investigations  of  "51A" 
reports  focus  on  whether  such  reports  can  be  substantiated, 
rather  than  on  who  may  have  perpetrated  the  abuse  or  neglect. 

In  January  of  1988,  the  Office  for  Children  completed  its' 
investigation  of  Roxbury  Children's  Service.  OFC  concluded  that 
"there  were  no  regulatory  violations  found  during  the  investi- 
gation which  could  be  related  to  the  deaths  of  the  two  child- 
ren" . 

On  January  25,  1988,  the  autopsy  report  on  Arron  Johnson 
was  filed  by  Medical  Examiner  Arnall. 

On  February  13,  1988,  the  death  certificate  issued  by 
Medical  Examiner  Blackbourne  stated  that  Henry  Gallop  had  died 
from  "acute  pulmonary  and  intra-abdominal  hemorrhage,  caused  by 
a  blow  or  injury".  Dr.  Blackbourne  had  not  filed  a  "51A"  re- 
port, stating  he  was  unaware  he  was  a  mandated  reporter  under 
the  law. 

The  Commissioner  of  the  Department  of  Social  Services 
wrote  to  the  Secretary  of  Public  Safety,  Charles  Barry,  in 
February,  to  state  that  the  Department  had  made  several  un- 
successful attempts  to  obtain  the  autopsy  report  on  Henry 
Gallop.  Secretary  Barry  responded  later  in  February  that  Dr. 
Blackbourne  had  sent  a  draft  of  the  report  to  DSS  earlier  in 
November  of  1987. 
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On  March  1,  1988,  Dr.  Blackbourne  filed  a  "51A"  report  on 
Henry  Gallop,  which  was  later  substantiated  by  the 
Massachusetts  Society  for  the  Prevention  of  Cruelty  to  Children 

After  repeated  attempts  to  obtain  the  autopsy  report  on 
Henry  Gallop,  DSS  received  the  report  at  the  end  of  March. 

On  March  22,  the  Foster  Kids  Legislative  Caucus  met  with 
Secretary  Barry.  Representative  Parente  and  other  members 
asked  Secretary  Barry  why  Dr.  Blackbourne  had  not  reported  the 
circumstances  around  the  deaths  of  the  two  children.  Secretary 
Barry  said  that  Dr.  Blackbourne  had  been  unable  to  determine 
with  certainty  the  cause  of  death,  and  was  unaware  that  he  was 
a  mandated  reporter  under  Ch.  119,  S.51A. 

In  April  of  1988,  Governor  Michael  Dukakis  requested  the 
Executive  Office  of  Human  Services  to  study  and  make  a  full 
report  on  the  deaths  of  the  children.  The  findings  and  recom- 
mendations of  the  Foster  Care  Advisory  Panel  are  discussed 
later  in  this  report. 

On  April  19,  1988,  the  Foster  Kids  Legislative  Caucus  met 
with  Dr.  Blackbourne.  The  members  asked  which  office  of  the 
district  attorney  had  been  contacted.  Dr.  Blackbourne  replied 
that  he  had  contacted  the  Office  of  District  Attorney  Newman 
Flanagan,  and  the  Boston  Police  Department.  He  said  he  had 
failed  to  report  to  DSS,  but  felt  he  had  made  efforts  to  alert 
"responsible  parties". 

Dr.  Blackbourne  stated  that  he  had  presented  his  findings 
and  uncertainties  about  the  autopsies  several  times  to  the 
Pending  Cases  Roundtable  at  the  University  of  Massachusetts 
Medical  Hospital.  During  this  meeting,  Dr.  Blackbourne  stated 
that  DSS  had  received  permission  for  an  autopsy  from  the 
parents  of  the  children. 

In  October,  1988,  the  Suffolk  County  District  Attorney' s 
Office  subpoened  the  Poison  Information  Center  at  Children's 
Hospital  to  obtain  records  of  the  center's  hotline.  This  was 
to  determine  whether  or  not  Reverend  Hamby  had  called  the  hot- 
line asking  for  information  on  the  bottle  of  poison  he  had  in 
his  possession.  The  records  were  missing  from  the  files. 

INQUEST  INTO  THE  DEATHS  OF  THE  FOSTER  CHILDREN 

On  April  14,  1988,  an  inquest  into  the  deaths  of  the  two 
children  was  requested.  Secretary  of  EOHS,  Philip  Johnston, 
stated  that  the  inquest  was  necessary  as  he  and  Secretary  Barry 
disagreed  over  the  facts  of  the  case.  The  inquest  began  on  May 
2,  1988,  in  Roxbury  District  Court,  with  Judge  Charles  Spurlock 
presiding.  The  inquest  ended  on  December  9,  1988,  with  twenty 
days  of  testimony  involving  79  witnesses.  According  to  the 


(13) 

SECTION  I 

inquest  report,  there  was  a  "suspicious  record  of  illnesses 
and  injuries".  At  the  inquest,  it  was  revealed  that  the  two 
children  died  from  being  poisoned  -Henry  Gallop  from  "organo- 
phosphate  poisoning  associated  with  intra-abdominal  Hemmorh- 
age"  and  Arron  Johnson  from  "organo-phosphate  poisoning  with 
acute  bronchitis  as  a  contributory  cause".  Samples  had  been 
sent  to  a  laboratory  in  Pennsylvania  to  be  analyzed.  Results 
indicated  that  two  different  toxic  substances  had  been  found 
in  the  blood  of  both  of  the  children,  one  of  which  was  lethal. 
These  substances  would  not  show  up  in  routine  toxicology  tests. 
The  court  could  not  determine  if  the  poisoning  of  the  two 
children  was  accidental  or  intentional. 

Judge  Spurlock  completed  his  report  of  the  inquest  on 
April  10,  1989.  District  Attorney  Flanagan  would  review  the 
findings  and  decision  of  the  inquest. 

The  inquest  report  states  that  DSS  investigations  into 
the  deaths  of  the  children  were  more  concerned  with  services 
provided  by  the  Department  than  with  the  cause  of  death.  Also, 
the  report  indicates  that  "there  were  several  occasions  when 
medical  personnel  could  have  alerted  the  authorities  regarding 
the  two  boys,  but  failed  to  do  so." 

The  members  of  the  Special  Subcommittee  on  Foster  Care 
have  been  gravely  concerned  about  the  inordinate  time  delays 
throughout  the  investigation  of  the  deaths  of  the  children. 
While  understanding  the  legalities  involved,  the  necessity  of  a 
thorough  investigation,  and  the  sensitive  nature  of  the  deaths 
of  the  children,  the  members  are  concerned  that  unreasonable 
delays  have  prolonged  and  hindered  all  efforts  to  remedy  the 
conditions  contributing  to  the  deaths  of  the  foster  children. 
Delays  have  impeded  progressive  attempts  to  protect  other 
children  who  may  be  at-risk.  The  possible  criminal  aspects  of 
this  case  are  out  of  the  purview  of  this  report,  and  are  under 
the  auspices  of  the  courts  and  the  district  attorney. 

Six  months  passed  after  the  death  of  Henry  Gallop  before 
a  death  certificate  was  filed,  and  two  months  passed  before 
one  was  filed  on  Arron  Johnson.  The  inquest  did  not  begin  un- 
til six  months  after  the  death  of  the  second  child,  and  several 
more  months  have  passed  since  the  end  of  the  inquest.  The 
Special  Subcommittee  members  are  deeply  concerned  about  the 
chronic,  long-term  conditions  leading  to  the  deaths  of  the 
children,  and  the  ability  of  state  systems  to  adequately  re- 
spond to  the  deaths  of  children  placed  in  the  care  of  the 
state. 
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ANALYSIS  OF  AREAS  OF  CONCERN 


Several  areas  of  concern  emerge  from  an  analysis  of  the 
conditions  and  events  prior  to  the  deaths  of  the  two  foster 
children,  and  investigative  procedures  implemented  subsequent 
to  their  deaths.  While  conducting  the  public  hearings,  and 
in  reviewing  information  collected  by  the  Special  Subcommittee, 
several  problem  areas  surfaced.  These  areas  are  presented  here 
in  the  form  of  questions,  probes,  and  issues  requiring  further 
study.  The  members  expect  that  they  will  be  addressed  and 
remedied  in  order  to  prevent  further  injuries  and  deaths,  and 
in  order  to  implement  practices  and  safeguards  to  ensure  that 
foster  children  are  cared  for  and  protected. 

Specific  recommendations  of  the  Special  Subcommittee  on 
Foster  Care  are  stated  at  the  end  of  each  issue  and  problem 
area  discussed  on  the  following  pages,  and  at  the  end  of  each 
subsequent  section  in  both  volumes  of  the  report. 

A  review  of  the  events  surrounding  the  deaths  of  the 
children  indicates  problem  issues  and  breakdown  areas  that 
permeate  several  systems.  These  specific  areas  are  presented 
in  this  section,  and  are  further  expanded  in  subsequent 
relevant  sections.  While  some  problem  areas  may  be  specific 
only  to  this  case,  many  may  be  generalized  as  indicative  of 
problem  areas  that  are  systemic  and  in  need  of  concentrated 
efforts  for  change. 


Some  persons  involved  with  the  children  and  with  the 
foster  home  had  more  intense  and  concentrated  contact  than 
others.  Some  were  in  closer  proximity  to  the  situations  in  the 
foster  home,  and  therefore  had  more  knowledge  of  the  specific 
problem  areas.  Others  had  some  involvement  with  the  home,  and 
with  the  children  placed  there,  but  it  was  more  distant  and 
contact  was  lessened.  While  individuals  are  clearly  listed  as 
mandated  reporters,  systems  who  care  for,  protect,  and  monitor 
children  must  also  be  included  as  mandated  reporters.  If  syst- 
ems, and  individuals  in  those  systems,  cannot  care  for,  pro- 
tect, and  monitor  those  within  their  charge,  and  are  unable  to 
implement  their  own  mandates,  then  it  is  critical  for  these 
systems  to  conduct  internal  and  external  reviews  and  evalua- 
tions of  the  effectiveness  of  their  systems,  and  implement  the 
appropriate  modifications. 
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A.  Mandated  Reporters  and  the  Reporting  Process 

Statement  of  Issue:  Massachusetts  General  Law,  Chapter  119, 
Section  51A  lists  those  persons  who,  in  their  professional 
capacity,  "have  reasonable  cause  to  believe  that  a  child  under 
the  age  of  eighteen  years  is  suffering  serious  physical  or 
emotional  injury  resulting  from  abuse  inflicted  upon  him  in- 
cluding sexual  abuse,  or  from  neglect,  including  malnutrition, 
or  who  is  determined  to  be  physically  dependent  upon  an  addict- 
ive drug  at  birth,  shall  immediately  report  such  conditions  to 
the  department  by  oral  communication  and  by  making  a  written 
report  within  forty-eight  hours  after  such  oral  communication." 

The  section  continues  by  clarifying  the  responsibilities 
of  those  who  are  members  of  a  medical  or  other  public  or 
private  institution,  school  or  facility.  Hospital  personnel 
who  suspect  that  a  child's  injury  is  due  to  abuse,  may  take 
photographs  of  the  areas  of  trauma  visible  on  a  child  who  is 
the  subject  of  a  report,  without  the  consent  of  parents  or 
guardians. 

Reporters  are  listed  in  Section  51A  as  follows: 


physician 

medical  intern 

hospital  personnel  engaged 
in  the  examination,  care 
or  treatment  of  persons 

medical  examiner 

psychologist 

emergency  medical  technician 

dentist 

nurse 

chiropractor 

podiatrist 

probation  officer 

clerk/magistrate  of 
district  courts 

firefighter 


osteopath 

public  or  private  school 
teacher 

educational  administrator 

guidance  or  family 
counselor 

day  care  worker  or  any 
person  paid  to  care  for 
or  work  with  a  child  in 
any  public  or  private 
facility  or  home  or 
program  funded  by  the 
state  or  licensed 

social  worker 

foster  parent 

policeman 


Section  51A  specifically  outlines  the  information  that  is  to 
be  included  in  the  report: 


names  and  addresses  of  the  child  and  his  parents  and  other 
persons  responsible  for  his  or  her  care 
the  child's  age,  sex 
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nature  of  the  child's  injuries,  abuse,  maltreatment  or 

neglect 

action  taken,  if  any,  to  treat,  shelter,  or  assist  the 

child 

person  or  persons  making  the  report 

information  that  would  be  helpful  in  determining  the 

cause  of  the  injuries 

other  information  required  by  DSS 

In  the  event  of  the  death  of  a  child,  Section  51A  states: 

Any  person  required  to  report  under  this  section  who  has 
reasonable  cause  to  believe  that  a  child  has  died  as  a 
result  of  any  of  the  conditions  listed,  shall  report  the 
death  to  the  Department  and  to  the  district  attorney  for 
the  county  in  which  the  death  occurred,  and  to  the  medical 
examiner.  Failure  to  make  this  report  shall  be  punishable 
by  a  fine  of  not  more  than  one  thousand  dollars. 

Chapter  119,  S.51A,  states  that  the  Department  shall, 
"notify  in  writing  the  district  attorney  for  the  county  in 
which  the  child  resides  by  transmitting  to  such  district 
attorney  a  copy  of  the  report  required  under  section  fifty- 
oneA  and  this  section  if,  after  an  investigation  and  evalua- 
tion undertaken  pursuant  to  clause  (1),  the  department  has 
reasonable  cause  to  believe  that  any  of  the  following  condi- 
tions has  resulted  from  abuse  or  neglect".  The  conditions 
are  outlined  in  the  section:  a  child  has  died;  a  child  has 
been  sexually  assaulted,  as  stated  in  several  sections  of 
the  criminal  codes  of  Chapter  265  and  Chapter  272  of  the 
Mass.  General  Laws;  a  child  has  suffered  brain  damage,  impair- 
ments, substantial  disfigurement;  a  child  has  been  sexually 
exploited,  as  stated  in  several  sections  of  Chapter  272;  and 
a  child  has  suffered  serious  bodily  injury. 

A.  Mandated  Reporters  and  the  Reporting  Process 

Problem  Areas:  In  the  case  of  the  children  who  died  while 
in  foster  care,  there  were  a  number  of  agency  personnel, 
social  workers,  licensors,  hospital*  staff,  police,  and  others, 
who  had  experiences  and  contacts  over  a  long  period  of  time 
with  the  Hill  family,  and  with  the  children  placed  in  the 
Hill  home.  Most  of  these  persons,  if  not  all,  are  mandated 
reporters  of  possible  or  actual  child  abuse  and  neglect.  Ch. 
119,  S.51A  states,  "in  addition  to  persons  required  to  report 
pursuant  to  this  section,  any  other  person  may  make  such  a 
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report  if  any  person  has  reasonable  cause  to  believe  that  a 
child  is  suffering  from  or  has  died  as  a  result  of  such  abuse, 
or  neglect".  Those  involved  with  these  children  included  staff, 
workers,  and  personnel  from  the  following  agencies,  providers, 
and  departments: 


Dept .  of  Social  Services 
Dept .  of  Mental  Health 
Office  for  Children 
Gaebler  Children's  Unit 
Hospital  Social  Workers 
Roxbury  Children's  Service 
Emergency  Medical  Technicians 
Other  state  agencies  and 
those  involved  in  licensing, 
monitoring,  and  placement 
Others  in  a  professional  or 
caretaker  capacity 


Boston  Police  Dept. 
Medical  Examiners 
Emergency  room  staff, 
nurses,  physicians  at 
Boston  City  Hospital  & 
Children's  Hospital 
Foster  Parents 
Other  persons  involved 

with  family  and  children 

in  home,  such  as 

educators  and  counselors 


It  is  evident  that  there  were  several  "layers"  of  mandated 
reporters  who  did  not  report  their  suspicions,  concerns,  or 
actual  indications  of  abuse  or  neglect  to  the  appropriate 
persons  or  to  the  Department  of  Social  Services. These  layers 
include  persons  involved  in  the  provision  of  direct  care  to 
the  children,  the  licensing  and  monitoring  of  the  children,  the 
servicing  of  the  children,  public  officials  such  as  the  police, 
and  public  and  private  agencies  and  workers  who  had  contact 
with  the  children,  with  other  children  in  the  home,  and  with 
the  foster  parents.  While  individuals  working  in  direct  contact 
with  the  children  failed  to  report,  or  to  respond  appropriately 
to  actual  or  potential  neglect  or  abuse,  there  was  a  multi- 
system involvement  with  these  children  that  also  failed  to 
respond  appropriately  to  specific  conditions.  There  appears 
to  be  a  serious  lack  of  response,  or  inadequacy  of  response 
to  chronic  problem  conditions  and  problem  behaviors,  by  those 
involved  in  a  responsible  capacity  with  these  children,  that 
permeates  individual  systems  and  across  multiple  systems. 
The  responsible  parties  involve  many  persons  at  the  state 
level,  agency  level,  and  direct  provider  level.  There  also 
appears  to  be  a  serious  lack  of  coordination,  mutual  responsi- 
bility, and  interagency  communication  among  all  parties  involv- 
ed in  servicing  these  children  and  the  foster  family,  which 
contributed  to,  or  caused,  inappropriate  and  inadequate  re- 
sponses, and  negligence  in  reporting  problem  situations  and 
conditions. 
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2.  The  systemic  response  to  the  problem  areas  and  conditions 
that  permeate  this  case  was  fragmented,  uncoordinated,  and 
disconnected.  Several  persons  involved  with  the  children  and 
with  the  foster  home  individually  had  information  and  know- 
ledge of  the  problem  areas.  If  these  bodies  of  knowledge  and 
information  had  been  coordinated,  collectively  reviewed, 
evaluated  and  communicated,  perhaps  the  death  of  the  first 
child  could  have  been  prevented,  and  almost  certainly  the 
death  of  the  second  child  could  have  been  prevented. 

There  were  many  persons  who  had  closer  proximity  to  the 
Hill  home  and  the  children  living  there,  and  therefore  had  more 
knowledge  of  the  conditions  in  the  home,  and  the  problems  ex- 
perienced by  the  children.  Others  had  contact,  but  at  a  more 
distant  level  of  contact.  Individuals  are  definitively  stated 
as  mandated  reporters,  however,  systems  who  care  for,  protect, 
and  monitor  children  must  also  be  included  as  mandated  report- 
ers. If  systems  fail  to  respond  in  an  adequate  and  timely 
manner,  and  are  unable  to  care  for,  protect,  and  monitor  those 
in  their  charge,  and  are  unable  to  implement  their  own  mand- 
ates, then  these  systems  must  conduct  internal  and  external 
reviews  and  evaluations  of  the  effectiveness  of  their  systems, 
and  implement  the  appropriate  improvements. 

The  Hill  family  and  the  children  placed  in  the  Hill  foster 
home  had  long-term  interactions  with  several  systems  over  an 
extensive  period  of  time.  As  previously  stated,  many  personnel 
from  several  agencies  had  jurisdiction  over,  and  supervision 
of,  the  Hill  foster  home  and  the  children  living  there. 

The  Office  for  Children  licensed  the  Hill  home  both  as  a 


foster  home  and  as  a 

day  care  home,  and  therefore  had  a  two- 

fold  responsibility  for  supervision  and  monitoring.  The 

Department  of  Social 

Services  also  had  supervision  over  the 

Hill  foster  home  and 

the  children  living  there,  as  did  the 

Department  of  Mental 

Health  and  Roxbury  Children's  Service  as 

a  contracted  service 

provider  approving  the  Hill  foster  home. 

Chapter  119,  s.23,  states,  "if  such  child  is  in  the  care 
of  the  department  of  mental  health  or  the  department  of  mental 
retardation,  the  responsibility ...  and  all  rights. .. shall 
continue  in  the  department",  (department  means  DSS) 

Under  Chapter  119,  S.51B,  the  Department  shall,  "notify 
in  writing  the  department  of  mental  health,  the  department  of 
mental  retardation,  the  department  of  public  health,  and  the 
department  of  youth  services  by  transmitting  to  any  of  said 
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departments  a  copy  of  the  report  received  under  section  51A 
and  a  copy  of  the  report  prepared  under  section  51B  and  when 
that  report  alleges  that  abuse  or  neglect  occurred  at  a  facil- 
ity owned,  operated,  or  funded,  in  whole  or  in  part,  by  any  of 
said  departments,  and  when  the  department  has  substantiated 
said  reports" . 

These  sections  are  unclear  in  several  ways  regarding  the 
persons  who  shall  do  the  reporting  and  to  whom,  the  manner  in 
which  the  information  is  reported,  and  the  appropriate  method 
of  conveying  the  reports.  The  statutes  are  also  unclear  as  to 
appropriate  methods  of  communicating  reports  on  an  interagency 
basis ,  and  with  the  exchange  of  information  and  reports  on  an 
internal  basis  among  supervisors,  social  workers,  service 
providers  and  other  agency  staff  members. 

The  process  for  licensing  foster  homes  begins  with  the 
Office  for  Children,  which  licenses  the  Department  of  Social 
Services,  which  contracts  with,  and  licenses  facilities  and 
service  providers,  who,  in  turn,  approve  foster  homes.  This 
process  involves  complex  interactions  and  channels  of  commun- 
ication that  creates  barriers  to  mutual  coordination  and  re- 
sponsibility. There  are  regulatory  issues  regarding  contract- 
ing with,  and  funding,  private  service  providers  that  further 
create  barriers  to  coordination  and  communication. 

3.   Another  area  of  concern  is  that  under  Ch.  119.  s.51A. 
parents  are  not  listed  as  mandated  reporters.  In  these 
circumstances  and  possibly  many  others,  had  the  parents  of 
the  two  children  been  in  consistent  contact  with  their  child- 
ren and  visited  with  them,  they  possibly  may  have  realized 
there  were  serious  problems,  and  reported  the  conditions. 

Neither  the  Department  of  Social  Services,  nor  the  bio- 
logical parents  were  made  aware  of  the  injuries  and  illnesses 
that  took  place  over  a  long  period  of  time. It  is  not  known 
to  what  extent  the  foster  parents  were  informed  of  these  medi- 
cal problems,  nor  if  they  were  questioned  to  determine  the 
cause  of  the  problems.  Foster  parents  are  mandated  reporters, 
but  it  is  uncertain  whether  these  foster  parents  had  received 
any  training  and  education  involving  problem  conditions  that 
would  be  reportable,  or  that  would  require  assistance  and 
support  from  servicing  agencies. 

Arron  Johnson's  biological  mother,  who  had  two  children 
in  the  foster  home,  was  never  notified  of  the  death  of  Henry 
Gallop.  Reportedly,  DSS  social  workers  decided  not  to  inform 
her  as  it  might  be  "too  upsetting".  Clearly,  when  there  are 
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circumstances  that  are  suspicious,  the  cause  of  death  is  under 
question,  and  there  is  an  ongoing  investigation,  there  should 
be  some  measures  taken  to  ensure  protection  of  other  children 
in  a  foster  home.  Notification  procedures  to  parents  who  have 
other  children  in  a  foster  home  in  which  a  child  has  died 
under  questionable  conditions  should  be  carefully  studied  and 
implemented. 

Another  area  needing  further  study  is  that  members  of  the 
clergy  are  also  not  mandated  reporters,  but  should  possibly  be 
included.  In  this  case,  a  member  of  the  clergy  had  close  prox- 
imity to  the  family,  and  members  of  the  family,  and  possibly 
could  have  reported  problem  conditions,  or  requested  support 
services  and  intervention.  While  the  spiritual  capacity  of  the 
clergy  within  the  realm  of  confidentiality  should  be  preserved, 
there  are  times  when  members  of  the  clergy  serve  in  a  care- 
taker or  guidance  capacity,  and  this  area  should  be  further 
studied . 

The  14  year  old  adopted  daughter  attended  school  at  a 
mental  health  clinic.  While  it  is  unclear  if  teachers,  counsel- 
ors, or  others  working  with  the  foster  parents,  DSS,  DMH,  or 
others  involved  with  this  child,  had  any  contact  with  one 
another,  these  channels  of  communication  are  vague  and  undefin- 
ed. It  is  not  certain  whether  school  attendance  officers  had 
contact  with  this  child  or  with  the  foster  parents,  or  other 
agencies.  School  attendance  officers  are  not  included  in  the 
list  of  mandated  reporters,  yet  often  work  in  close  proximity 
with  children  and  their  families. 

4.  It  is  evident  that  several  persons  over  a  long  period  of 
time  had  "reasonable  cause  to  believe"  that  there  were 
reportable  problems  with  the  childen'and  the  foster  home,  but 
did  not  exercise  their  mandated  roles.  Certainly  some  prob- 
lems were  more  benign  than  others,  but  many  conditions  and 
incidences  with  the  children,  taken  with  the  history  of  the 
foster  home,  were  strong  indications  of  real  and  potential 
neglect  and  possible  mistreatment  by  another  living  in  the 
home .  In  the  absence  of  reporting  problem  conditions,  nec- 
essary supportive  intervention  and  prevention  services  could 
not  be  implemented.  In  addition,  proper  investigative  pro- 
cedures could  not  be  put  into  place.  The  inquest  report 
states  concerns  about  the  long-term  problems  in  the  Hill  home. 

While  some  persons  who  had  contact  with  the  children  and 
with  the  foster  home  may  have  been  unaware  of  the  problem 


(21) 
SECTION  II 


conditions,  others  were  fully  aware  of  them  -  enough  to 
further  report  and  investigate  in  order  to  determine  the 
extent  and  severity  of  the  conditions.  Some  who  were  involved 
with  the  children,  such  as  the  police,  emergency  medical  tech- 
nicians, hospital  social  workers,  and  others,  made  internal 
memorandums  about  specific  conditions  that  concerned  them, 
and  may  have  been  reportable  conditions.  However,  none  of 
these  persons  made  their  concerns  known,  and  made  formal  re- 
ports to  the  Department  of  Social  Services.  It  is  not  known 
to  what  extent  these  persons  knew  they  were  mandated  report- 
ers, nor  to  what  extent  there  is  any  criteria  of  specific 
conditions  under  which  a  mandated  reporter  must  report.  It 
should  be  assumed  that  if  a  person  is  concerned  enough  to 
make  an  internal  memo,  then  there  is  "reasonable  cause  to 
believe"  that  abuse  or  neglect  has  taken  place. 

The  law  states  that  a  person  must  make  a  report  on  certain 
conditions  immediately.  It  is  not  known  to  what  extent  these 
persons,  and  others  involved,  understood  the  " reasonable  cause 
to  believe"  criteria  and  what  constitutes  this  criteria.  It 
would  appear  that  some  who  made  internal  memos  and  notes  on 
records  of  problem  conditions  also  made  a  decision  to  "wait 
and  see",  and  did  not  follow  the  mandate  to  report 
immediately.  The  contents  of  these  memos  and  notes  appeared 
to  involve  reportable  conditions  such  as  neglect,  children 
left  unsupervised,  injuries  and  "suspicious  illnesses".  Physi- 
cians noted  conditions  of  "caustic  ingestion",  cuts,  and  other 
medical  problems  that  were  of  suspicious  origins,  yet  did  not 
report  these  problems. 

5.   Chapter  119,  s.51B  states,  "the  department  shall  investi- 
gate and  evaluate  the  information  reported  under  section  fifty- 
one  A.  Said  investigation  and  evaluation  shall  commence  within 
two  hours  of  initial  contact  and  be  completed  within  twenty- 
four  hours  if  the  department  has  reasonable  cause  to  believe 
the  child's  health  or  safety  is  in  immediate  danger  from  furth- 
er abuse  and  neglect."  The  investigation  is  to  begin  within 
ten  calendar  days  for  all  other  reports.  The  chapter  states 
the  conditions  of  the  investigation:  a  home  visit,  if  poss- 
ible, to  view  the  child;  a  determination  of  the  nature,  cause, 
and  extent  of  the  injuries,  the  identity  of  the  person  or 
persons  responsible;  information  on  other  children  in  the 
household;  an  evaluation  of  the  parents  and  the  home  environ- 
ment; all  other  pertinent  information.  DSS  may  also  evaluate 
the  household,  take  the  child  into  immediate  temporary  custody, 
and  obtain  a  court  petition,  and  notify  the  district  attorney 
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under  certain  conditions.  As  previously  stated,  many  of  the 
conditions  of  abuse  and  neglect  that  are  reportable  to  the 
district  attorney,  are  crimes  under  Chapters  265  and  272  of 
the  Mass.  General  Laws. 

In  the  case  of  the  two  children,  some  of  the  incidences 
that  happened  to  the  children  may  have  been  reportable  to  the 
district  attorney.  Some  were  certainly  reportable  to  DSS.  but 
were  not  reported. 

The  inquest  report  states  that,  from  the  records  of 
Roxbury  Children's  Service,  some  of  the  abusive  conditions  in 
the  Hill  home  were  known  to  that  agency.  Yet,  these  condi- 
tions were  not  reported  to  DSS.  However,  since  DSS  is  the 
agency  licensed  by  OFC,  and  DSS  licenses  and  contracts  with 
service  providers,  DSS  also  has  responsibility  and  accounta- 
bility for  the  conditions  in  the  Hill  home. 

The  Special  Subcommittee  has  concerns  about  the  role  of 
the  DSS  "screener",  or  the  person  in  the  Department  who  does 
the  initial  investigation  on  the  report  of  abuse.  The  members 
have  heard  during  testimony  that  the  screeners  are  often  not 
trained  in  legal,  medical,  or  psychological  areas,  and  have 
too  much  responsibility  in  decision-making  at  the  initial 
stages  of  an  investigation.  The  members  have  also  heard  that 
the  "screener"  can  also  be  "whoever  is  available  in  the  office 
on  any  particular  day".  The  role  and  responsibility  of  the 
screener  will  be  discussed  in-depth  in  Volume  II. 

The  Special  Subcommittee  received  information  from  conc- 
erned persons  about  the  need  for  involving  a  multi-disciplin- 
ary team  early  in  an  investigation  in  certain  cases.  This 
area  is  being  studied  by  the  Commission  on  Violence  Against 
Children,  and  is  part  of  legislation  proposed  by  Senator 
Peter  Webber.  Offices  of  the  District  Attorneys  have  multi- 
disciplinary  teams  when  they  receive  an  allegation  of  abuse, 
but  this  practice  is  not  uniform  statewide.  These  are  con- 
vened after  DSS  has  done  its'  investigation.  This  area  will 
be  further  discussed  in  Volume  II. 

In  the  cases  of  the  two  children  who  died,  there  was  no 
multi-disciplinary  team  involved  at  any  stage  of  an  investi- 
gation, or  response  to  a  report. 

The  Special  Subcommittee  also  heard  testimony,  and  learned 
from  interested  persons,  that  often  "social  workers  have  more 
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power  than  the  police  do".  Also,  Chairperson  Parente  heard 
from  the  Worcester  County  Chiefs  of  Police  Association  that 
"DSS  takes  a  long  period  of  time  to  do  its  own  investigation 
and  interviews.  By  the  time  the  Police  Department  is  notified 
of  its  role,  the  police  are  no  longer  useful.  Also,  in  some 
serious  cases,  the  Department  may  know  about  abuse,  but  does 
not  notify  the  police,  using  confidentiality  issues  as  a 
reason.  According  to  Police  Chief  Hutchins,when  the  police  are 
notified  of  a  case  too  late  in  the  process,  they  are  unable  to 
do  an  effective  investigation.  This  area  will  be  further 
discussed  in  Volume  II. 

6.   There  are  conflicting  accounts  of  the  exact  health  status 
of  the  two  children,  as  indicated  in  a  review  of  the  children1! 
placement  in  foster  care.  This  area  will  be  further  discussed 
later  in  this  section.  There  were  several  occasions  when  the 
children  were  treated  for  actual  medical  problems.  There  were 
also,  however,  several  incidences  during  which  the  children 
were  treated  for  health  problems  or  injuries  which  could  not 
be  attributed  to  their  individual  health  status. Specifically, 
Henry  Gallop  was  treated  for  deep  cuts  on  each  hand  on  two 
occasions.  Since  it  is  unlikely  that  these  cuts  were  self- 
inflicted,  these  injuries  most  certainly  should  have  been  re- 
ported .  Injuries  such  as  these  may  not  seem  as  serious  for 
an  adult,  but  for  a  young  child,  they  should  have  constituted 
serious  bodily  injury,  a  condition  that  is  not  only  report- 
able to  the  Department  of  Social  Services,  but  is  also  re- 
portable to  the  Office  of  the  District  Attorney  under  Ch .  119, 
s.  51B.  It  is  also  possible  that  the  conditions  that  caused 
Henry  Gallop  to  be  hospitalized  for  three  days  due  to  "caustic 
ingestion"  is  reportable  not  only  to  DSS,  but  also  to  the 
District  Attorney." 

It  is  unclear  whether  or  not  these  incidences  were  noted 
in  the  Children's  Medical  Passports,  or  if  either  of  the 
children  had  Medical  Passports  issued  by  DSS. 

On  August  8,  1987,  both  children  were  taken  to  the  hospi- 
tal within  an  hour  of  each  other,  both  with  similar  symptoms- 
fluid  and  blood  coming  from  their  mouths,  shaking,  and  with 
difficulty  in  breathing.  This  incident  would  warrant  further 
investigation  and  possibly  constitutes  a  reportable  condition. 
Ch.  119,  s51A  also  states  that  a  physician  or  any  hospital 
personnel  who  treats  an  injury  may  photograph  the  "areas  of 
visible  trauma".  If  such  a  person  prepares  a  report  of  the 
trauma,  they  also  are  required  to  state  what  action  was  taken 
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treat  the  trauma.  Apparently,  none  of  the  hospital  personnel 
thought  the  injuries  to  the  children,  especially  to  Henry 
Gallop,  were  reportable,  and  did  not  exercise  their  mandates. 
Physicians  and  hospital  personnel  were  mandated  to  report 
abusive  conditions  of  children  before  Ch.  119,  S.51A  was 
enacted. 

7.  Medical  Examiner,  Dr.  Brian  Blackbourne  and  members  of  the 
Office  of  the  Medical  Examiner,  are  mandated  reporters  when  a 
child  dies  from  causes  that  are  not  natural.  When  the  members 
of  the  Special  Subcommittee  met  with  Dr.  Blackbourne  and 
Secretary  Barry,  they  were  asked  why  the  deaths  of  the  children 
were  not  reported  to  DSS.  The  members  were  told  that  Dr. 
Blackbourne  was  unaware  that  he  was  a  mandated  reporter,  and 
that  he  was  unsure  of  the  cause  of  death  of  Henry  Gallop. 

Dr.  Blackbourne  had  reported  his  concerns  to  the  district 
attorney's  office  and  the  police,  but  it  is  not  known  whether 
they  had  informed  DSS.  When  asked  what  corrective  measures  had 
been  taken,  the  members  were  told  that  all  medical  examiners 
in  the  state  were  informed  through  a  memorandum  that  they  are 
mandated  reporters  and  must  follow  statutory  procedures.  Also, 
steps  would  be  taken  to  train  all  medical  examiners  in  this 
area.  At  a  public  hearing  of  the  Special  Subcommittee  in 
December  of  1988,  Dr.  Blackbourne  stated  that  his  office  and 
DSS  had  a  cooperative  agreement  regarding  abuse  and  neglect  of 
children,  and  that  his  office  only  investigates  deaths. 

Ch.  119,  S.51A  states  that  any  person  who  is  required  to 
report  and  who  has  reasonable  cause  to  believe  that  a  child 
has  died  from  abuse,  must  report  the  death  to  DSS,  the  district 
attorney  and  to  the  medical  examiner,  as  required  in  section 
six  of  Ch.  38.  It  is  not  known  if  any  person  reported  the 
deaths  of  the  children  to  any  of  these  three  parties. 

8.  The  foster  home  in  which  Henry  Gallop  and  Arron  Johnson 
lived  had  a  past  history  of  problem  conditions,  from  the  time 
it  was  licensed  in  1981.  The  early  nature  of  the  complaints 
involved  the  numbers  of  children  in  the  home.  Closer  super- 
vision of  the  home  by  Roxbury  Children's  Service  was  recom- 
mended. 

In  November  of  1981,  a  report  of  suspected  abuse  was  filed 
on  a  foster  child  in  the  home,  stating  that  an  abrasion  or  burn 
on  the  child's  lip  had  gone  untreated.  The  report  was    sub- 
stantiated by  DSS.  In  November  of  1981,  a  foster  child  was  re- 
moved from  the  home  on  an  "emergency  basis",  and  in  December 
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of  1983,  two  more  children  were  removed  from  the  home  on  an 
"emergency  basis".  Reportedly,  the  Hills  were  not  at  home 
at  the  time  of  the  incidences. 

It  must  be  noted  here  that  the  14  year  old  adopted  daught- 
er was  placed  in  the  Hill  home  in  March  of  1981,  prior  to  the 
beginning  of  many  problems  experienced  by  other  children  in  the 
home.  It  is  not  known  if  there  were  problems  with  other  child- 
ren prior  to  this  child's  placement. 

In  the  fall  of  1986,  Roxbury  Children's  Service  was  found 
to  be  in  non-compliance  with  state  regulations.  As  of  May  of 
1988,  the  agency  was  still  in  non-compliance.  The  Office  for 
Children  stated  that  problems  had  to  do  with  paperwork  missing, 
and  difficulties  with  policies.  At  some  time,  Roxbury  Child- 
ren's Service  re-classified  the  Hill  home,  from  a  restricted 
status  to  an  unrestricted  status.  The  exact  conditions  warrant- 
ing this  change  in  status  are  not  known.  However,  it  is  known 
that  there  were  historically  problems  in  the  home  that  required 
close  monitoring.  Several  agencies  were  involved  in  the  super- 
vision and  monitoring  of  this  foster  home. 

An  investigation  into  all  conditions  in  the  home  should 
have  "Been  conducted  and  appropriate  measures  taken  to  ensure 
that  adequate  support  services  were  implemented  and  that  prob- 
lem conditions  in  the  home  were  remedied.  Reports  and  studies 
of  such  investigations  and  their  outcome  were  not  carefully  re- 
viewed by  persons  involved,  if  such  studies  were  done.  Informa- 
tion on  the  home  was  not  reviewed  by  interagency  teams  and  by 
objective  parties,  to  identify  problem  areas  and  provide 
immediate  and  concrete  solutions. 

9.   While  Ch.  119,  S.51A  states  those  persons  who  are  mandated 
to  report  abuse,  neglect,  and  sexual  abuse,  it  also  states 
that,  "any  other  person  may  make  such  a  report  if  any  such 
person  has  reasonable  cause  to  believe  that  a  child  is  suffer- 
ing from  or  has  died  as  a  result  of  such  abuse  or  neglect". 
If  many  persons  who  are  mandated  reporters  are  unaware  of 
their  role,  obviously  other  persons  who  may  report  abuse, 
neglect,  or  the  death  of  a  child  are  also  unaware  and  uncertain 
of  their  role  in  the  reporting  process.  Public  awareness,  media 
attention,  and  education  are  key  components  in  the  prevention 
and  reporting  of  child  abuse. 

In  the  case  of  the  two  children,  many  persons  who  are 
mandated  reporters  did  not  report  even  though  they  knew  their 
role,  and  many  were  unaware  of  their  role,  individually  as  a 
categorical  reporter,  or  as  a  citizen. 
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A.  Mandated  Reporters  and  the  Reporting  Process 

Recommendations :  Recommendations  presented  here  are  made 
to  address  the  specific  problem  areas  previously  stated.  While 
many  of  them  are  problem  areas  that  have  emerged  from  an  analy- 
sis of  this  case,  they  can  be  generalized  for  consideration 
to  prevent  further  tragedies,  and  to  strengthen  and  remediate 
problem  areas  that  permeate  individual  and  multiple  systems. 

1 .  Training  and  re-training  of  mandated  reporters  as  to 
their  full  responsibility  as  mandated  reporters,  the  specific 
conditions  under  which  they  must  report,  and  the  appropriate 
responses  to  these  conditions.  These  training  programs  should 
incorporate  all  categories  of  reporters,  and  may  need  to  be 
specifically  tailored  to  certain  professional  and  caretaker 
roles . 

Training  sessions  to  mandated  reporters  should  include 
the  appropriate  channels  of  communicating  the  reported 
information .  For  example,  hospital  personnel  or  a  physician 
should  report  incidences  to  DSS,  whereas  a  teacher  may  report 
an  incidence  to  a  principal  who,  in  turn,  reports  to  DSS. 
Other  similar  appropriate  channels  of  communication  should  be 
clarified.  Statutory  amendments  should  be  made,  if  necessary, 
to  implement  these  changes. 

Upon  the  hiring  of  an  employee  who  is  in  a  category  of 
mandated  reporters,  the  employer  shall  give  that  person  a 
standardized  form  outlining  the  employees  obligations  as  a 
mandated  reporter  under  Ch.  119.  S.51A.  The  protocol  shall 
consist  of  a  statement  of  responsibility,  shall  outline  the 
statute,  and  shall  contain  a  statement  of  understanding  to 
be  signed  by  the  employee.  The  form  should  be  kept  in  the 
employee's  personnel  file. 

Every  state  agency  should  develop  a  system  of  internal 
reporting  to  further  clarify  roles  and  functions,  and  to 
immediately  facilitate  a  response  plan.  The  system  would 
communicate  a  report  of  abuse  from  a  member  of  the  state  agency 
or  public  agency,  or  contracted  private  agency,  to  those  memb- 
ers of  that  agency  who,  in  a  professional  capacity,  work  on 
behalf  of  the  best  interests  of  the  child  in  their  care. 

The  internal  reporting  system  would: 

a.  clearly  define  those  persons  who  need  to  know  the 
conditions  of  the  report,  the  subject (s)  of  the 


(27) 


SECTION  II 


report,  the  alleged  perpetrators  stated  in  the 
report,  and  the  response  plan  in  specific  cases  of 
abuse 

b.  clearly  define  the  channels  of  communicating  the 
report  to  other  appropriate  parties 

c.  be  an  ongoing  system  that  would  follow  the  investi- 
gation of  the  report  and  communicate  the  outcome  of 
the  investigation;  if  the  outcome  is  unsupported,  a 
system  should  be  devised  that  would  remove  all  in- 
formation from  the  system,  and  from  the  files  of 
those  to  whom  the  report  is  communicated;  if  the 
outcome  is  supported,  the  internal  reporting  system 
should  outline  a  response  plan  in  the  event  of  abuse, 
neglect,  sexual  abuse,  serious  injury  or  illness,  or 
death  of  a  child,  which  would  include  steps  to  en- 
sure the  protection  of  a  child  or  children  who  are 
the  subject  of  the  report,  and  other  children  living 
in  the  home 

d.  outline  temporary  measures  to  be  taken  during  an 
investigation  that  would  protect  the  child  or 
children  who  are  the  subject  of  the  report,  or 
are  at-risk,  and  other  children  living  in  the 
home  or  facility 

e.  outline  confidentiality  statutes,  regulations,  and 
policies  to  ensure  that  the  report  of  abuse,  and 
subsequent  investigation  decisions  are  confined 
only  to  those  who  need  to  know  on  a  best  interest 
of  the  child  basis;  and  to  ensure  protection  of 
confidentiality  for  the  alleged  perpetrator  and 
others  who  may  be  involved 

f .  clearly  define  the  interactive  roles  between  other 
agencies,  or  those  who  are  mutually  responsible  for 
the  care  and  protection  of  the  child,  the  monitoring 
of  the  child,  the  identification  of  problem  areas  and 
at-risk  children,  the  provision  of  supportive  and 
preventive  services  to  the  child  and/or  family,  meas- 
ures taken  to  protect  a  child  or  children,  and  other 
necessary  information;  the  information  could  be 
based  on  an  interagency  agreement  or  mutually  shared 
responsibility 
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g.  contain  specific  steps,  in  cooperation  with  DSS,  that 
should  be  taken  to  ensure  an  immediate  report  to  DSS 
of  conditions  of  child  abuse  or  neglect  or  sexual 
abuse,  and  when  information  is  received  from  DSS 

The  role  of  all  persons  who  serve  in  any  capacity  with 
the  Office  for  Children  -  licensors,  social  workers,  day  care 
workers,  and  all  others  in  the  Office,  should  be  clearly  de- 
fined and  clarified  as  to  the  requirement  to  report  abuse  and 
neglect  under  Chapter  119,  S.51A.  The  Commissioner  of  OFC 
stated  at  a  hearing  of  the  Special  Subcommittee  on  Foster  Care 
that  OFC  licensors  are  mandated  reporters  under  Ch.  28A.  While 
the  role  of  day  care  workers  as  mandated  reporters  is  clearly 
defined  in  Ch.  119,  S.51A,  the  role  of  licensors  and  others  in 
OFC  is  not.  The  statute  should  be  amended  to  include  this 
category  of  persons. 

The  roles  of  social  workers,  mental  health  workers,  and 
workers  and  other  staff  from  any  other  agency  must  be  clarif- 
ied and  defined  with  regards  to  persons  responsible  for 
reporting  abuse  and  neglect  in  a  mandated  function.  Ch.  119, 
s . 23 ,  states  that  when  a  child  in  the  care  of  the  departments 
of  mental  health  or  mental  retardation,  the  responsibility  for 
the  child  remains  with  DSS.  These  roles  must  be  defined  in 
Chapter  119,  sections  51A  and  51B,  and  section  23. 

Interdisciplinary  training  sessions  and  educational  forums 
should  be  conducted  periodically.  The  necessity  and  requirement 
of  mandated  reporters  to  report  must  be  enforced  and  rein- 
forced . 

2.   The  Department  of  Social  Services,  the  Office  for 
Children,  and  any  other  appropriate  agency,  should  develop 
and  implement  an  interagency  notification  system.  This  system 
would : 

a.  inform  and  reinforce  the  role  and  function  of 
mandated  reporters;  the  necessity  and  requirement 
of  mandated  reporters  to  report  must  be  enforced 
and  reinforced 

b.  educate  mandated  reporters  -  individually  and  by 
professional  group  -  about  the  abuse  reporting  and 
investigation  process  and  their  role  in  the  process 
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outline  for  each  area  office,  a  notification  system 
containing  information  pertaining  to  the  "51A" 
process;  each  area  director  would  then  implement 
a  notification  system  to  area  professional  groups 
and  all  categories  of  reporters  who  are  listed  as 
mandated  reporters 


d.  the  Department  should  notify  licensing  boards  and 
professional  organizations  whose  members  are  mandated 
reporters,  and  request  that  they  inform  their  members 
about  the  reporting  mandate  and  process  (the  recom- 
mendations stated  in  c  and  d  combined  could  be 
mutually  reinforcing  in  informing  persons  about  their 
role  in  the  "51A"  process);  notification  could  be 

in  written  form,  such  as  in  a  pamphlet  or  booklet, 
or  could  be  incorporated  into  licensing  exams) 

e.  clearly  define  the  interactive  roles  between  other 
agencies,  or  those  who  are  mutually  responsible  for 
the  care  and  protection  of  the  child 

f.  the  information  concerning  Ch.  119,  s.51A  that  is 
contained  in  the  notice  given  to  an  employee  upon 
being  hired,  should  be  part  of  an  ongoing  training 
program  for  all  employees  who  are  categorical  mand- 
ated reporters;  the  training  should  be  carried  out 
in  a  timely  manner,  and  should  be  an  ongoing  process 
(recommendation  from  #1) 

The  Department  of  Social  Services,  the  Office  for  Child- 
ren, the  Department  of  Mental  Health,  and  other  agencies, 
should  work  in  cooperation  to  determine  their  mutual  routes 
of  communication  and  responsibility  in  the  event  of  a  report 
of  child  abuse  or  neglect,  when  there  is  a  shared  responsibi- 
lity for  the  child. 

Barriers  to  communication  and  the  mutual  responsibility 
and  monitoring  of  a  child  should  be  removed  throughout  each 
step  of  the  process.  Statutory  changes  should  be  made  in 
Ch.  119,  section  51B  to  allow  agencies  and  service  providers 
to  share  information  necessary  to  the  further  protection  and 
care  of  the  child.  DSS  and  OFC  have  developed  an  agreement 
whereby  information  shall  be  shared  in  certain  matters.  Such 
agreements  should  be  generalized  to  other  agencies  on  a  need 
to  know  in  the  best  interest  of  the  child. 


(30) 
SECTION  II 


Confidentiality  issues  must  be  addressed,  and  statutory 
and  regulatory  amendments  should  be  implemented.  Barriers 
must  be  overcome  that  impede  the  ability  of  agencies  and 
persons  involved  in  the  care  of  and  protection  of,  and  the 
servicing  and  monitoring  of,  a  child  in  the  care  of  the 
agency  in  any  capacity,  to  carry  out  their  mandates. 
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The  standards  should  include  at  what  levels  the  information 
should  be  communicated  -  state,  area,  supervisors,  public/ 
private  agencies  contracted  as  service  providers,  and  other 
persons  who  should  receive  the  information  of  a  report. 

The  standards  should  include  the  parties  to  which  in- 
formation should  be  communicated  -  the  parties  to  be  deter- 
mined by  a  need  to  know  on  behalf  of  the  best  interests  of 
the  child  basis;  the  appropriate  channels  or  avenues  of 
communication;  and  the  manner  in  which  the  information  should 
be  communicated. 

Individual  roles  and  interacting  roles  should  be  clearly 
defined  in  the  standards,  or  in  regulatory  form,  as  well  as 
the  avenues  of  communication  and  response  plan  to  certain 
conditions  and  situations. 

The  roles  of  each  agency  must  be  clarified  with  regards 
to  abuse  reporting,  so  that  those  monitoring  the  care  of  a 
child  have  an  absolute  understanding  of  which  person* s)  in 
which  agency(ies)  have  the  responsibility  for  protecting  at- 
risk  children,  and  reporting  abuse,  if  abuse  occurs.  These 
roles  should  be  defined  and  clarified  in  Ch.  119,  sections 
51A  and  51B. 

Interdisciplinary  training  sessions  and  educational 
forums  should  be  conducted  periodically  for  all  mandated 
reporters.  The  sessions  should  include  members  of  multi- 
disciplinary  professions  -  legal,  mental  health,  social 
services,  judiciary,  psychological  and  educational,  and 
other  professions. 

Agencies  and  service  providers,  along  with  medical  and 
health  servicing  systems,  should  conduct  both  internal  and 
independent  evaluations  on  their  systems  to  address  and 
rectify  the  problem  areas  that  have  been  identified. 
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3 .  Parents  should  be  included  in  the  categories  of  mandated 
reporters .  Further  study  is  needed  to  determine  if  the  role 
of  parents  as  mandated  reporters  would  be  conditional  in  some 
circumstances  when  the  child  has  been  removed  from  the  home 
and  placed  in  foster  care. 

School  attendance  officers  should  be  included  in  the 
categories  of  mandated  reporters. 

Further  study  is  needed  to  determine  if  members  of  the 
clergy  should  be  included  as  mandated  reporters.  The  Special 
Subcommittee  will  continue  to  study  this  area. 

Chapter  119,  s.51B  should  be  amended  to  state  that  in- 
formation on  reports  of  abuse,  neglect,  or  sexual  abuse  or 
the  potential  for  such  abuse,  should  be  immediately  commun- 
icated to  the  biological  parents.  Conditions  could  be  stated 
in  voluntary  agreements,  the  service  plan  for  the  child,  and 
other  appropriate  conditions  agreed  upon  with  the  parents. 
All  serious  injuries  and  illnesses  should  also  be  immediately 
reported  to  the  biological  parents. 

On  the  death  of  a  child,  or  serious  injury  to  a  child  in 
a  foster  home  that  is  due  to  questionable  circumstances  or 
from  abusive  conditions,  the  biological  parents  of  other 
children  in  the  foster  home  should  be  immediately  notified. 
Under  certain  conditions,  this  would  ensure  that  the  parents 
would  participate  in  the  measures  to  protect  other  children 
living  in  the  home. 

Foster  parents  should  have  training  and  education  on 
their  role  as  mandated  reporters,  especially  when  they  are 
servicing  and  parenting  children  with  special  needs,  medical 
and  health  problems,  mental  illnesses,  and  educational  needs. 
Training  and  certain  educational  components  of  the  train- 
ing should  involve  multiple  agencies  and  professional  persons, 
such  as  educators,  counselors,  mental  health  workers,  and 
those  from  the  medical/ health  and  legal  professions.  Inter- 
disciplinary training  sessions  and  educational  forums  should 
be  conducted  periodically. 

4.  In  Chapter  119,  S.51A,  issues  such  as  the  timely  report- 
ing of  abuse  or  neglect,  and  the  definition  of  reasonable 
cause  to  believe  should  be  clarified,  and  included  in  the 
training  and  re-training  programs. 

The  statute  should  be  amended  by  strengthening  language 
regarding  the  requirement  that  a  mandated  reporter  file  a 
report  immediately. 
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Such  language  could  be  qualifying,  such  as  "immediately 
upon  observation  or  possible  or  actual  abuse,  neglect,  or 
sexual  abuse",  or  "immediately  upon  making  an  internal  report 
or  note  on  a  record",  a  report  shall  be  filed.  The  phrase 

reasonable  cause  to  believe"  must  be  further  clarified  in 
the  statute.  The  statute  should  clarify  what  constitutes 
conditions  of  reporting  when  there  is  a  threat  of  harm,  or 
endangerment  to  a  child. 
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ment  of  Social  Services.  Any  person  who  believes  a  child 
has  been  abused,  neglected,  or  sexually  abused,  and  makes 
an  internal  memo  or  notes  in  a  report,  that  abuse  has  occur- 
red, or  that  there  is  a  possibility  of  abuse  or  neglect, 
should  report  this  information  to  DSS,  or  through  the 
appropriate  channels  outlined  in  their  particular  agency, 
department,  hospital,  or  office. 

5.   The  members  of  the  Special  Subcommittee  are  especially 
concerned  about  the  lack  of  accountability  and  responsibility 
of  those  persons  who  are  mandated  reporters,  and  fail  to  re- 
port. The  members  are  also  concerned  about  the  inadequacy  of 
investigative  procedures,  and  the  inconsistent  ability  of 
agencies  to  fulfill  their  own  mandates  to  protect  children. 
The  members  are  currently  studying  options  of  recourse 
in  the  event  of  a  mandated  reporter's  failure  to  report,  or 
an  agency  or  service  provider's  lack  of  response  to  a  report. 
Accountability  measures  being  studied  involve  civil  actions, 
a  revision  of  the  statutes  to  increase  fines,  a  revision  of 
the  statutes  to  implement  criminal  penalties  in  certain   ^ 
cases,  and  subject  to  a  decision  of  the  district  attorney. 
It  is  the  intent  of  the  Special  Subcommittee  to  further  study 
these  aspects  of  the  abuse  reporting  laws. 

The  members  of  the  Special  Subcommittee  are  also  study-, 
ing  the  role  of  multi-disciplinary  teams  in  Chapter  119, 
sections  51A,  51B,  and  in  subsequent  sections.  The  members 
support  an  early  response  system  to  all  reports  of  children 
in  abusive  conditions,  and  supports  the  timely  and  coordina- 
ted use  of  multi-disciplinary  teams.  The  Commission  on 
Violence  Against  Children,  legislation  filed  by  Senator  Peter 
Webber,  the  Joint  Committee  on  Human  Services  and  Elderly 
Affairs  and  the  Special  Subcommittee  on  Foster  Care  are  all 
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currently  studying  this  aspect.  The  Special  Subcommittee  is 
reviewing  relevant  statutory  sections  to  determine  if  re- 
visions should  be  made  to  maintain  the  use  of  multi-discip- 
linary teams  in  Ch.  119,  S.51D  with  the  district  attorney, 
but  also  to  move  the  use  of  such  teams  to  earlier  in  the 
process,  such  as  to  sections  51A  and  51B.  These  teams  should 
be  uniform  across  the  state  if  used  at  any  stage  in  the 
process.  This  area  will  be  discussed  further  in  Volume  II. 

The  role  of  the  police  and  law  enforcement  personnel 
in  the  abuse  reporting  and  investigation  process  should  be 
studied  further.  At  what  point  in  the  process  the  police 
should  enter  into  the  investigation  is  confusing  and  often 
undetermined.  The  role  of  the  police  and  participation  of 
law  enforcement  personnel  in  multi-disciplinary  teams  should 
also  be  further  studied,  especially  if  the  use  of  such  teams 
are  at  an  early  stage  in  the  investigation. 

The  Criminal  Justice  Training  Council  has  made  a  recom- 
mendation to  use  the  Council  for  training  and  education  on 
procedures  used  in  the  reporting  and  investigation  of  abuse. 

The  role  of  DSS  "screeners"  in  the  reporting  process 
should  be  reviewed  and  revised.  Screeners  need  legal, 
medical  and  clinical  training,  and  their  role  in  the  pro- 
cess should  be  more  explicitly  defined. 

6.  The  Department  of  Social  Services  should  implement  a 
program  of  education  with  hospital  administrators  ana  person- 
nel on  the  roles  of  all  employers  and  employees  in  the  abuse 
reporting  process  and  the  requirement  to  report."" 

Physicians  and  hospital  personnel  were  mandated  report- 
ers prior  to  the  implementation  of  section  51A,  indicating 
that  they  had  a  unique  proximity  to  the  problem  of  child  abuse 
The  individual  and  interactive  roles  of  hospital  personnel 
should  be  defined.  For  example,  the  role  of  a  physician  treat- 
ing an  abused  child,  and  an  emergency  room  or  hospital  social 
worker  who  may  suspect  abuse,  should  be  clearly  defined  as  to 
their  responsibilities  to  report  possible  or  actual  abuse. 

A  hospital  protocol  should  be  established  by  every  health 
clinic  and  hospital  statewide,  in  cooperation  with  DSS. 

The  protocol  would  contain  information  such  as  the  in- 
jury, illness,  or  abusive  or  neglectful  conditions,  the  timing 
and  coordination  of  the  report,  the  differentiation,  if  any, 
between  the  actual  medical  problems  of  the  child,  and  medical 
problems,  injuries,  or  illnesses  of  suspicious  origin  not 
attributable  to  the  child's  individual  health  status,  the 


(34) 
SECTION  II 


steps  taken  to  treat  the  child,  the  channels  of  communication 
in  the  reporting  process,  and  any  other  necessary  information. 
This  report  would  then  be  given  to  the  Department  of  Social 
Services  with  the  "51A"  report,  and  would  also  be  included  in 
the  child's  Medical  Passport,  and  the  child  profile. 

7.    Statewide  education  and  training  of  mandated  reporters, 
including  medical  examiners,  hospital  personnel,  educators, 
and  all  those  listed  in  the  statute,  should  be  implemented. 

While  the  Office  of  the  Medical  Examiner  has  implemented 
a  notification  system  for  all  members,  measures  should  be 
taken  to  ensure  that  the  notification  system  is  adhered  to,  and 
periodically  updated. 

Recommendations  suggested  in  subsections  1  and  2  also 
apply  here. 

Chapter  119,  section  51A  states  that  a  person  who  believes 
a  child  has  died  from  abuse,  must  report  the  death  to  three 
parties:  the  Department  of  Social  Services,  the  district 
attorney,  and  the  medical  examiner.  Educational  programs  about 
this  section  are  needed,  especially  with  regards  to  the 
appropriate  channels  and  methods  of  communicating  the  report. 

k 

8-    An  investigation  into  all  conditions  and  problem  areas 
both  in  the  Hill  foster  home  and  Roxbury  Children's  Service 
should  have  been  conducted  and  appropriate  modifications  made 
to  ensure  that  problem  areas  were  identified  and  remedied. 

Whenever  there  are  difficulties  or  abusive  conditions 
in  a  foster  home,  there  should  be  an  immediate  internal 
review,  with  the  outcome  evaluated,  and  improvements  made 
through  short-term  and  long-term  plans.  Periodic  reviews  should 
be  conducted  to  ensure  that  improvements  have  been  implemented 
and  are  being  maintained. 

An  interagency  team  and  objective  parties  should  conduct 
an  immediate  review  and  evaluation  of  the  foster  home,  and 
work  in  cooperation  with  the  internal  review  team  in  identi- 
fying and  correcting  problem  areas. 

An  immediate  response  plan  should  be  employed,  that 
would  include  measures  to  protect  other  children  in  the  home. 
The  response  plan  should  be  an  integral  part  of  the  automatic 
investigation  and  review  process. 
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Whenever  there  are  difficulties  in  any  aspect  of  the 
functioning  and  operation  of  a  provider  agency,  an  immediate 
review  and  evaluation  should  be  implemented.  A  thorough 
investigation  by  the  agency  contracting  with  the  provider 
should  be  conducted,  with  interim  measures  taken  to  ensure 
that  problem  areas  or  non-compliance  areas  do  not  adversely 
affect  the  population  being  served  by  the  provider  agency. 
A  time  frame  should  be  established  for  the  investigation, 
and  for  the  corrective  measures  to  be  implemented.  Non- 
compliance with  the  corrective  measures  within  the  time  frame 
established  should  be  grounds  for  an  immediate  cancellation 
of  the  contract. 

Whenever  a  state  agency  contracts  with  a  private 
service  provider  and  uses  public  funding  to  implement  this 
contract,  all  regulatory  and  statutory  provisions  applicable 
to  public  agencies  should  govern  the  agreement  with  the 
private  service  provider. 

There  should  be  regulations  enforced  that  govern 
the  process  of  approving  a  foster  home,  and  the  monitoring  of 
the  foster  home  after  approval.  Definitions  of  restricted 
vs.  non-restricted  should  be  outlined,  with  standards  implem- 
ented and  strictly  enforced.  The  standards  should  contain  the 
appropriate  measures  to  be  taken  to  protect  children  when 
problem  areas  are  found  in  a  foster  home,  or  the  home  is 
changed  from  one  category  to  another. 

Appropriate  supervisory  standards  should  be  implemented 
that  clearly  state  roles  and  responsibilities  of  supervisors, 
licensing  agencies,  service  providers  and  others  involved  in 
any  aspect  of  the  licensing   and  monitoring  of  an  agency  that, 
in  turn,  approves  a  foster  home. 

The  roles  of  social  workers,  licensors,  supervisors, 
and  others,  in  the  Office  for  Children  and  DSS,  must  be 
defined  as  to  responsibilities  for  monitoring  regulation 
adherence,  actual  and  potential  abusive  conditions,  licensing 
procedures,  the  care  and  protection  of  children,  and  other 
issues  involved  in  the  approval  and  maintenance  of  a  foster 
home . 

Recommendations  stated  in  subsections  1  and  2  also  apply 

here. 
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9.   The  Executive  Office  of  Human  Services,  the  Departments 
of  Social  Services,  Youth  Services,  Public  Welfare,  Mental"""" 
Health,  Mental  Retardation,  Education,  Public  Health,  and"^ 
the  Office  for  Children,  should  develop  and  implement  a, 
concerted  plan  to  conduct  a  public  media  and  education  camp- 
aign on  child  abuse  prevention,  child  safety  and  protection. 

The  campaign  should  include  the  role  of individual 
citizens  in  the  prevention  of,  and  reporting  of,  child  abuse 
and  neglect.  This  initiative  should  involve  all  levels  of 
public  agencies  -at  the  state  level,  area  office  level,  and 
local  and  community  public  and  private  agencies  contracted 
by  the  state.  The  plan  for  the  media  campaign  should  be 
multi-disciplinary  in  scope  and  education. 


The  Special  Subcommittee  has  been  concerned  about  the 
inadequacy  and  insufficient  response  to  the  deaths  of  the  two 
children  in  foster  care.  The  systemic  response  to  the  deaths 
of  each  child  was  uncoordinated,  fragmented,  and  even  in- 
appropriate. Unreasonable  time  delays  permeated  the  entire 
investigation.  During  the  time  the  death  of  Henry  Gallop  was 
being  investigated,  Arron  Johnson  also  died.  What  measures 
were  taken  to  protect  other  children  in  the  Hill  home  after 
Henry  died  is  unclear,  but  evidently  they  were  inadequate. 

The  members  are  also  concerned  about  the  ability  of 
state  systems  to  investigate  themselves  and  perform  independ- 
ent evaluations  when  response  systems  fail.  To  date,  no 
impartial  and  independent  review  of  the  events  and  circum- 
stances prior  to,  and  subsequent  to,  the  deaths  of  the  two 
children,  has  taken  place. 

There  are  certain  components  of  the  regulations  and  pro- 
cedures of  DSS  and  other  agencies  that  require  examination 
and  recommendations  for  change. 

B.   Response  to  the  Death  of  a  Child  in  the  Care  of  the  State 

Statement  of  Issue:  Chapter  119,  section  51A  states,  "Any 
person  required  to  report  under  this  section  who  has  reasonable 
cause  to  believe  that  a  child  has  died  as  a  result  of  any  of 
the  conditions  listed  in  said  paragraph  shall  report  said 
death  to  the  department  and  to  the  district  attorney  for  the 
county  in  which  such  death  occurred  and  to  the  medical  examiner 
as  required  by  section  six  of  chapter  thirty-eight.  Any  such 
person  who  fails  to  make  such  a  report  shall  be  punished  by  a 
fine  of  not  more  than  one  thousand  dollars".  Ch.  119,  s.51B(4) 
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also  states  that  the  Department  of  Social  Services  shall 
notify  the  district  attorney  for  the  county  in  which  the  child 
resides  if  a  child  has  died.  The  Department  is  required  to 
notify  the  district  attorney  if,  after  an  investigation  and 
evaluation,  it  has  reasonable  cause  to  believe  that  a  child 
has  died  as  a  result  of  abuse  or  neglect. 

According  to  regulations  of  the  Department  of  Social 
Services,  110CMR  13.00,  the  Department  shall  have  a  Case 
Investigation  Unit,  C.I.U.,  within  the  Central  Office  of  the 
Department.  The  regulations  state,  "the  C.I.U.  shall  conduct 
internal  reviews  of  all  cases  of  the  death  of  any  child  in  an 
open  department  case,  or  in  a  case  closed  within  the  previous 
six  months,  and  in  certain  other  cases  at  the  Commissioner's 
request.  Any  provider  who  is  managing  a  contracted  case  that 
meets  this  definition  is  equally  subject  to  the  provisions  of 
this  chapter."  The  regulations  continue,  "The  purpose  of  each 
C.I.U.  investigation  shall  be  to  review  the  circumstances 
surrounding  the  child's  death  and  to  review  the  adequacy  of 
the  Department ' s  overall  provision  of  services  to  the  child 
and  the  family. " 

The  regulations 'outline  steps  to  be  taken  in  the  event 
of  the  death  of  a  child: 

a.  Any  Area  Director  or  provider  shall  immediately 
notify  the  Regional  Director  in  the  event  of  the 
death  of  a  child;  the  Regional  Director  is  to 
report  by  telephone  to  the  C.I.U. 

b.  The  case  record  is  to  be  copied  and  immediately  sent 
to  the  C.I.U.;  the  social  worker  must  send  the  case 
record  immediately,  and  if  it  is  not  updated,  the 
update  must  be  sent  soon  afterward;  copies  of  the 
death  certificate  and  autopsy  report  shall  be  obtain- 
ed by  the  Area  Director  and  sent  to  the  C.I.U. 

c.  An  individual  shall  be  designated  in  either  the  Region- 
al or  Area  Office  to  keep  the  C.I.U.  abreast  of  any 
new  developments,  should  the  Commissioner  request  that 
the  C.I.U.  investigate  a  case.  If  a  child  is  injured, 
this  person  should  maintain  contact  with  the  hospital. 
In  addition,  "if  the  cause  of  death  and/or  injury  was 
abuse  or  neglect  and  a  51A  has  not  been  filed,  a 
department  employee  designated  by  the  Area  Director 
shall  do  so. " 
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d.  After  the  case  record  has  been  received  by  the  C.I.U., 
the  investigation  shall  begin  within  two  working 
days.  The  investigation  shall  include  a  review  of  the 
case  record  and  a  visit  to  the  Area  Office  to  inter- 
view staff. 

e.  After  the  C.I.U.  investigation  is  completed,  a  written 
report  shall  be  prepared  and  reviewed  by  the  Assistant 
Commissioner  for  Professional  Services.  This  person 
may,  in  turn,  add  a  covering  report  which  contains 
recommendations  and  comments  covering  a  range  of 
issues  including: 

commendable  or  deficient  casework  practices 
compliance  issues 

the  need  for  new  or  revised  policies,  opera- 
tional and  administrative  issues 

The  C.I.U.  report  and  the  covering  report  shall  be 
delivered  to  the  Commissioner  and  Deputy  Commissioner 
and  Regional  and  Area  Directors. 

The  C.I.U.  may  issue  a  preliminary  report,  followed 
by  a  final  report.  The  preliminary  report  must  be 
completed  within  two  weeks;  a  final  report  must  be 
completed  within  one  month. 

f.  Each  report  shall  be  followed  by  an  exit  interview 
between  the  C.I.U.  investigator  and  department  staff 
involved  with  the  case. 

g.  The  Deputy  Commissioner  must  prepare  a  report  to  the 
Commissioner  summarizing  steps  which  have  been  taken 
as  a  result  of  the  report  and/or  the  covering  report, 
within  thirty  calendar  days. 

Department  employees  are  entitled,  if  they  request,  to 
union  representation  during  the  C.I.U.  investigation. 
Department  employees  who  are  interviewed  during  the  pro- 
cess may  view  the  report,  and  respond  in  writing  to  the 
contents.  The  response  will  become  part  of  the  report. 

Any  person  or  entity  not  an  employee  of  the  Department 
may  request  a  copy  of  the  C.I.U.  report  by  written 
request  to  the  Commissioner.  These  requests  will  be 
governed  by  the  applicable  statutes  of  the  Common- 
wealth, and/or  regulations  and  policies  of  the 
Department . 


(39) 
SECTION  II 

B.  Response  to  the  Death  of  a  Child  in  the  Care  of  the  State 

Problem  Areas:  1.  The  Area  Director  of  DSS  is  required  to 
obtain  the  death  certificate  and  autopsy  report  of  a  child  who 
has  died,  and  include  these  with  the  case  record  to  be  sent 
immediately  to  the  C.I.U. 

The  inquest  report  states  that  DSS  did  not  obtain  and 
use  the  case  record  in  its'  review,  noting,  "...it  is  clear 
from  a  review  of  the  records  of  RCS  (Roxbury  Children's 
Service)  that  there  was  a  history  of  problems  in  that  home. 
Why  these  records  were  not  made  available  to  DSS  during  its' 
review  has  never  been  adequately  explained."  This  is  in  viola- 
tion of  the  regulations  of  DSS,  110CMR  13.02,  which  state, 
"the  case  record  shall  be  copied  and  immediately  sent  to  the 
C.I.U."  and  110CMR,  "copies  of  the  child's  death  certificate 
and  autopsy  report  shall  be  obtained  by  the  Area  Director 
and  sent  to  the  C.I.U." 

After  reviewing  the  record,  the  C.I.U.  is  to  begin  the 
investigation  within  two  working  days.  A  preliminary  report 
must  be  completed  by  the  C.I.U.  within  two  weeks,  and  a 
final  report  must  be  completed  within  one  month.  The  DSS 
regulations  do  not  clearly  state  what  specific  steps  must 
be  taken  to  obtain  the  death  certificate  and  autopsy  report 
on  a  child  who  has  died,  nor  do  they  state  to  whom  these 
requests  should  be  made. 

The  C.I.U.  was  unable  to  carry  out  case  investigations 
on  either  Henry  Gallop  or  Arron  Johnson  within  the  time 
frame  stated  in  the  regulations  of  the  Department,.  Nor  is 
it  clear  whether  DSS  ever  carried  out  a  thorough  case  in- 
vestigation on  either  child,  in  compliance  with  its  own 
regulations  or  through  statutes.  In  addition,  DSS  did  not 
request  alternative  impartial  and  independent  evaluations 
and  investigations  into  the  problem  areas  in  the  Hill  home, 
Roxbury  Children's  Service,  the  monitoring  and  care  of  the 
children  in  the  foster  home,  or  the  deaths  of  the  two  child- 
ren. No  other  state  agency  -EOHS,  OFC,  DMH  -  has  conducted 
an  investigation  and  evaluation  of  any  of  these  areas  that 
is  independent  of  the  state  system. 

As  previously  stated  in  Section  I,  DSS  made  several 
attempts  to  contact  the  hospital  to  request  the  death  certifi- 
cate on  Henry  Gallop.  The  Department  made  several  more 
attempts  to  obtain  a  copy  of  the  death  certificate  and  the 
autopsy  report,  and  were  told  that  neither  would  be  avail- 
able until  the  cause  of  death  had  been  determined. 
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The  Department  of  Social  Services  did  not  receive  the 
autopsy  report  on  Henry  Gallop  until  six  months  after  his 
death.  Dr.  Blackbourne  had  given  a  verbal  report  to  the 
Department  four  months  after  the  child's  death.  By  this  time, 
Arron  Johnson  had  also  died.  The  autopsy  report  on  Arron 
Johnson  was  issued  over  two  months  after  his  death. 

The  final  report  of  the  C.I.U.  must  be  made  by  the 
Deputy  Commissioner  to  the  Commissioner  within  thirty  days, 
and  must  summarize  steps  that  have  been  taken  as  a  result  of 
the  reports  and/or  covering  report.  The  C.I.U.  investigation 
of  the  deaths  of  the  two  children  could  not  have  been  carried 
out  on  the  first  child,  nor  the  second  child,  within  the 
appropriate  time  frame.  If  the  investigation  on  the  first 
child  had  been  carried  out  appropriately,  steps  could  have 
been  taken  to  ensure  the  safety  and  protection  of  other 
children  in  the  foster  home. 

The  DSS  regulations  state  that  "the  purpose  of  each 
C.I.U.  investigation  shall  be  to  review  the  circumstances 
surrounding  the  child's  death  and  to  review  the  adequacy  of 
the  Department's  overall  provision  of  services  to  the  child 
and  the  family''.  The  inquest  report  states  that  the  Depart- 
ment of  Social  Services  conducted  an  investigation  on  Sept.  2, 
1987.  Regarding  this  investigation  the  inquest  report  states. 
"The  investigation  was  not  for  the  purpose  of  determining  how 
Henry  Gallop  died  but  primarily  to  look  at  what  types  of  serv- 
ices were  provided  by  the  Department  to  the  Hill  family. 
There  has  been  no  testimony  from  any  person  who  came  into 
contact  with  this  case  in  the  investigative  state  that  anyone 
ever  attempted  to  gather  a  documented  medical  history  on 
Henry  Gallop  immediately  after  his  death." 

There  are  grave  descrepancies  between  the  stated  purpose 
of  the  DSS  Case  Investigation  Unit,  and  what  actually  took 
place  during  the  investigation,  as  noted  in  the  inquest  report. 
JSS  did  not  fulfill,  and  violated,  its'  regulatory  mandate  by 


restricting  the  investigation  only  to  what  services  were  being 
provided  to  the  Hill  family"!  If  DSS  had  fulfilled  its'  mandate 
and  investigated  all  conditions  surrounding  Henry  Gallop's 
death,  accountable  and  responsible  measures  could  possibly  have 
been  taken  to  prevent  Arron  Johnson's  death.  In  addition,  the 
members  of  the  Subcommittee  are  equally  concerned  that  if  there 
was  an  evaluation  of  what  services  were  provided  to  the  Hill 
family,  and  these  services  proved  inadequate,  what  alternative 
services  were  implemented,  or  should  have  been  implemented, 
that  possibly  could  have  protected  other  children  in  the  home. 
The  outcome  of  the  DSS  Case  Investigation,  and  the  assessment 
of  the  adequacy  of  services,  if  any  was  done,  have  not  been 
made  public. 
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The  attorney  for  the  mothers  of  both  children,  and  Henry 
Gallop's  mother  appeared  on  a  local  television  program.*  During 
the  interview,  the  attorney  for  Carmella  Banks  stated,  "the  _ 
deaths  of  both  children  could  have  been  prevented.  There  was 
a  three  month  period  between  each  child's  death.  No  entity  in 
the  Commonwealth  notified  Mrs.  Banks  about  the  death  of  the 
Gallop  child.  Therefore,  Arron  Johnson's  mother  lost  the" 
opportunity  to  remove  her  child  from  the  home."  In  addition, 
the  attorney  stated  that  there  were  several  meetings  at  which 
DSS  reviewed  the  services  that  were  provided  in  the  Hill  home, 
and  never  questioned  why  the  child  died.  According  to  the 
attorney,  "this  question  was  raised  by  the  courts,  and  was  not 
answered" . 

Clearly,  the  confusion  of  roles  and  responsibilities, 
the  inadequate  and  even  inappropriate  methods  of  attempting 
to  obtain  crucial  information  in  a  timely  manner,  the  lack 
of  communication  and  coordination,  and  other  similar  factors, 
impeded  the  C.I.U.  investigatory  process  in  the  deaths  of  the 
children,  and  further  created  barriers  to  the  provision  of 
interventive  and  preventive  services  to  the  foster  parents, 
and  the  children  who  lived  in  the  foster  home.  The  complete 
failure  to  inquire  into  the  circumstances  surrounding  the 
death  of  Henry  Gallop  indicts  the  ability  of  the  system  to 
care  for  and  protect  children  in  its  care. 

As  previously  stated,  there  were  prolonged  time  delays 
and  confusion  when  DSS  and  others  attempted  to  obtain  copies 
of  the  death  certificate  and  autopsy  reports  on  the  children. 
At  a  public  hearing  of  the  Special  Subcommittee  on  Foster  Care, 
Dr.  Brian  Blackbourne  stated  that  the  Office  of  the  Medical 
Examiner  is  small,  understaffed,  and  that  his  area  covers 
Worcester  and  Boston.  He  also  stated  that  the  Department  has 
thirteen  forensic  pathologists,  but  only  one  was  from  this 
state.  Dr.  Blackbourne  also  stated  that  child  abuse  cases  are 
the  most  complicated  and  take  more  time.  The  State  Police 
Toxicology  Lab  is  several  months  behind  in  its  work.  Dr. 
Blackbourne  stated  these  problems  as  some  of  the  reasons  for 
the  time  delays  in  the  completion  of,  and  communication  of, 
the  death  certificates  and  autopsy  reports. 


*  On  April  16,  1989,  the  attorneys  for  the  mothers  of  the 
two  children,  and  Lisa  Gallop,  appeared  on  Boston  Common. 
Channel  7. 
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In  the  spring  of  1987,  there  was  a  case  of  Globe  vs. 
Blackbourne,  which  involved  the  release  of  autopsy  reports  as 
public  documents.  Dr.  Blackbourne  had  stated  that  autopsy 
reports  are  not  public  documents,  and  refused  to  release  the 
reports  of  three  persons  who  had  died  while  in  a  state  funded 
facility.  In  August,  1987,  the  Boston  Globe  sought  a  prelimi- 
nary injunction  to  obtain  the  autopsy  reports  under  the  Mass. 
Public  Records  Law. 

In  October  of  1987,  Attorney  General  James  Shannon  upheld 
the  decision  of  Judge  Andrew  Meyer,  stating  that  autopsy  re- 
ports are  public,  and  they  should  be  released  as  public 
records.  Attorney  General  Shannon  stated  that  the  reports  are 
public  in  keeping  with  the  public  nature  of  the  reports  of  the 
Medical  Examiner.  In  February  of  1989,  this  decision  was  over- 
turned by  the  Supreme  Judicial  Court,  which  stated  that  autopsy 
reports  by  the  medical  examiners  can  be  withheld  from  the 
public  and  reporters  because  they  are  medical  records.  This 
decision  raises  serious  questions  about  the  ability  of  the 
system  to  monitor  and  evaluate  independently  an  investigation 
of  deaths  of  children  in  foster  care. 

It  is  not  known  if  the  Department  had  any  contact  with 
the  police,  or  hospital  personnel,  or  any  other  agency  having 
supervisory  or  monitoring  capacity  over  the  children,  or  with 
any  service  providers  or  workers  who  had  contact  with  the 
family  and  the  children  living  in  the  foster  home,  during  the 
investigation  period,  nor  if  any  of  these  parties  are  members 
of  the  C.I.U.  It  would  appear  that  the  investigation  into  the 
deaths  of  the  two  children  was  uncoordinated  and  fragmented, 
and  parties  involved  were  not  aware  of  their  roles  and 
functions  in  the  event  of  the  death  of  a  child  in  care,  nor 
were  they  aware  of  the  appropriate  response  system  or  channels 
of  communication.  While  the  regulations  state  that  any  provider 
who  is  managing  a  contracted  case  that  "meets  this  definition 
is  equally  subject  to  the  provisions  of  this  chapter",  it  is 
unclear  as  to  exactly  what  the  providers'  role  is  in  this 
process,  and  whether  they  participate  in  the  C.I.U.  investiga- 
tion. 

2.    According  to  the  regulations  of  the  Department,  during  the 
investigation  by  the  C.I.U.,  "if  the  cause  of  death  and/or 
injury  was  abuse  or  neglect,  and  a  51A  has  not  been  filed,  a 
department  employee  designated  by  the  Area  Director  shall  do 
so".  In  the  deaths  of  the  two  children,  there  appeared  to  be 
much  confusion  and  lack  of  communication  as  to  who  should  file, 
a  51A  on  each  of  the  children.  Purina  the  time  between  the 
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deaths  of  the  two  children,  there  was  no  51A  filed  on  Henry 
Gallop,  and  one  was  filed  and  supported  seven  months  after  the 
child  had  died.  During  this  time,  Arron  Johnson  also  died. 
However,  the  Department  of  Social  Services  was  informed  of 
Henry's  condition  on  August  11,  during  resuscitation  efforts 
at  the  hospital.  A  pediatric  clinical  nurse  called  the  Child- 
At-Risk  Hotline.  According  to  the  inquest  report,  "the  purpose 
was  to  have  the  natural  mother  notified  so  she  could  have  an 
opportunity  to  come  to  the  hospital  and  see  Henry" . 

The  implications  here  are  clear.  While  it  is  not  known 
just  what  was  the  content  of  the  conversation,  the  Department 
of  Social  Services  was  immediately  made  aware  of  Henry  Gallop's, 
death.  There  apparently  was  no  follow-up  by  the  Department, 
nor  was  there  any  questioning  about  the  circumstances  of  his 
death,  nor  was  there  any  in-depth  investigation  conducted. 

There  were  attempts  to  file  a  51A  on  Arron  Johnson,  but 
these  reports  were  unsupported.  After  both  children  had  died, 
a  DSS  Area  Director  filed  a  51A  on  both  children,  and  these 
also  were  unsupported.  However,  the  same  doctor  who  treated 
Henry  Gallop  at  the  hospital,  again  treated  Arron  Johnson  when 
he  was  brought  in  to  the  emergency  room.  As  a  result  of 
Arron' s  death, #  the  doctor  called  the  Department  of  Social 
Services.  A  second  doctor  called  the  Boston  Police  and  spoke 
with  a  detective,  and  told  him  that  this  was  the  second  death 
of  a  child  in  the  same  household.  The  detective  spoke  with  a 
sergeant,  who,  in  turn,  called  the  Child-At-Risk  Hotline  and 
spoke  with  a  supervisor,  according  to  the  inquest  report.  The 
police  also  called  DSS,  which  resulted  in  two  social  workers 
and  a  juvenile  officer  going  to  the  Hill  home  and  removing 
Arron  Johnson's  sister  from  the  home. 

Again,  the  Department  was  immediately  made  aware  of  the 
death  of  Arron  Johnson,  which  resulted  in  his  sister  being  re- 
moved from  the  home.  Apparently,  the  Department  again  neglected 
to  fully  investigate  the  circumstances  surrounding  Arron ' s 
death,  as  it  had  neglected  to  do  with  Henry  Gallop.  It  is  also 
unclear  whether  or  not  a  call  to  the  DSS  hotline  constitutes  a 
formal  51A  report. 

According  to  Ch.  119,  s.51A,  a  person  who  believes  a  child 
has  died  from  abuse,  must  report  to  DSS,  the  district  attorney, 
and  the  medical  examiner.  The  Department  of  Social  Services 
also  reports  such  incidents  to  the  District  Attorney's  office, 
after  an  investigation  is  supported.  Thus,  it  is  possible  for 
the  office  of  the  district  attorney  to  receive  two  reports,  a 
time  period  apart,  on  the  same  child.  It  is  unclear  whether  or 
not  the  hospital  doctors  reported  the  death  of  either  child  to 
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all  three  parties  to  which  they  are  mandated  to  report.  It  is 
also  unclear  whether  or  not  PSS  ever  reported  either  of  the 
deaths  to  the  district  attorney,  as  they  did  not  carry  out  a 
full  investigation,  and  neglected  to  support  any  of  the  51A 
reports  that  had  been  made.  What  role  Roxbury  Children's 
Service  had  in  any  of  these  procedures  has  not  been  determined, 
even  though  that  agency  was  directly  responsible  for  monitoring 
the  foster  home. 

3.   There  are  no  provisions  within  the  regulations  of  the 
Department  for  an  impartial  review  or  independent  evaluation 
of  an  investigation  into  the  deaths  of  the  children  in  the  care 
of  the  state.  In  addition,  there  are  no  specific  sequential 
steps  to  be  taken  that  differentiate  a  case  when  a  child  dies 
from  abuse  or  neglect  in  his/her  own  home,  from  a  case  when  a 
child  dies  in  a  foster  home  placement,  or  in  another  facility 
contracted  to  provide  care  to  children. 

There  are  also  no  procedural  guidelines  for  precautions  to 
be  taken  to  protect  and  care  for  other  children  in  the  foster 
home,  or  any  other  facility. 

According  to  the  regulations  of  the  Department,  the 
C.I.U.  investigation  takes  place  within  the  Central  Office 
of  DSS.  There  are  some  cases  that  may  be  investigated  at  the 
request  of  the  Commissioner.  Also,  the  regulations  state, 
"an  individual  shall  be  designated  in  either  the  Regional  or 
Area  Office  to  keep  the  C.I.U.  abreast  of  any  new  develop- 
ments, should  the  Commissioner  request  that  the  C.I.U.  investi- 
gate a  case".  The  final  C.I.U.  report  and  the  covering  report 
of  the  Assistant  Commissioner  for  Professional  Services  are 
delivered  to  the  Commissioner  and  Deputy  Commissioner. 

Again,  there  are  no  provisions  in  any  regulations  or  in 
statutes  that  demand  an  impartial  and  independent  investiga- 
tion, and  decision-making  is  restricted,  concentrated,  and 
centralized . 

B.  Response  to  the  Death  of  a  Child  in  the  Care  of  the  State 

Recommendations :  The  following  are  some  recommendations  to 
address  specific  problem  areas  in  the  systemic  and  investiga- 
tive response  to  the  death  or  serious  injury  to  a  child  from 
abuse  or  neglect.  Recommendations  also  focus  on  the  develop- 
ment of  a  multi-disciplinary  response  plan  in  the  event  of  the 
death  of  a  child  in  state  care,  or  a  child  who  has  died  as  a 
result  of  abuse  and  neglect . 
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1.   The  Department  of  Social  Services,  in  cooperation  with 
other  agencies,  departments  of  the  state,  and  other  profess- 
ional persons,  the  district  attorneys  and  law  enforcement 
personnel,  should  develop  and  implement  a  protocol  for  a 
multi-disciplinary  systemic  response  plan  in  the  event  of  the 
death  or  serious  injury  of  a  child. Just  as  with  the response 
to  specific  types  of  child  maltreatment,  such  as  serious  in- 
jury and  sexual  abuse,  the  use  of  a  planned,  coordinated, 
interagency,  multi-disciplinary  response  to  child  fatality 
or  serious  injury  is  necessary. 

There  are  several  models  to  choose  from  in  other  states 
that  could  be  adapted  for  use  in  Massachusetts.  Some  may  be 
called  Child  Protection  Teams,  or  Child  Fatality  Review  Units. 
Specific  models  such  as  those  in  California  and  Oregon  are 
being  reviewed  by  the  members  of  the  Special  Subcommittee.  A 
legislative  proposal  will  be  drafted  by  the  Subcommittee.  This 
area  will  be  discussed  further  in  Volume  II.  The  plan  will  in- 
clude specific  steps  to  be  taken  to  ensure  the  protection  of 
other  children  in  care. 

Chapter  119,  s.51B  and  other  relevant  statutes  should  be 
amended  to  include  the  institution  of  a  response  plan.  The 
regulations  of  all  departments  of  the  state  and  other  agencies 
should  be  amended  to  include  the  function  and  role  of  each 
person  involved  in  both  the  individual  responsibility  of  the 
agency,  and  the  interactive  responsibility  of  the  agency  with 
other  agencies  and  professional  persons. 

DSS  regulations  110CMR  13.00  should  be  amended  to  include 
a  systemic  response  plan  to  the  death  of  a  child.  While  the 
C.I.U.  may  be  preserved  in  the  regulations,  the  role  and 
function  of  the  C.I.U.  should  be  expanded  to  include  the  full 
systemic  response,  and  the  interactive  roles  between  the  C.I.U 
and  others  involved  in  the  response  plan.  The  response  plan 
should  differentiate  between  those  cases  when  a  child  has  died 
from  abuse  and  neglect  by  a  caretaker,  and  cases  when  a  child 
dies  while  in  the  care  of  the  state,  such  as  in  a  foster  home. 

Protocols  should  be  established  by  all  state  agencies, 
hospitals,  medical  examiners,  day  care  workers,  educational 
institutions,  and  all  others  who  serve  in  capacities  as  care- 
takers of  children.  The  protocols  should  contain  appropriate 
procedural  guidelines  in  the  event  of  the  death  or  serious 
injury  of  a  child. 
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During  the  C.I.U.  investigation,  there  is  a  prolonged 
time  frame  that  allows  a  completed  report  to  be  made  after 
over  two  months  have  passed.  This  report  includes  steps  that 
have  been  taken  as  a  result  of  the  C.I.U.  report,  but  these 
measures  are  not  spelled  out . 

This  section  should  be  reviewed  and  amended  to  streamline 
the  process,  and  should  include  temporary  emergency  measures, 
to  be  taken  during  the  interim  between  the  initiation  of  the~ 
investigation  and  the  final  report. 

Legal  and  confidentiality  barriers  should  be  removed  and 
all  information,  such  as  the  death  certificate,  autopsy  or 
injury  report,  and  other  vital  information  should  immediately 
be  made  available  to  the  multi-disciplinary  team  in  order  for 
the  response  plan  to  become  fully  operative  early  in  the*"*^ 
process .  ~ 

Some  laws  in  other  states  require  that  teams  have  immed- 
iate access  to  records  when  there  is  "reason  to  believe  that 
a  child  has  died  as  a  result  of  abuse  or  neglect . "  This  could 
be  further  qualified  with  statements  such  as  when  a  child  has 
died  under  suspicious  circumstances,  or  to  causes  that  are 
undetermined,  or  when  there  is  serious  question  of  the  cause. 

To  facilitate  investigation  by  the  Office  of  the  Medical 
Examiner,  this  office  should  receive  the  necessary  support 
services.  Special  teams  should  be  available  so  that  an  early 
response  to  the  death  of  a  child  can  be  initiated. 

The  regulations  and  statute  should  be  amended  to  state 
specifically  what  steps  should  be  taken  to  obtain  copies  of 
the  death  certificate  and  autopsy  reports  on  a  child,  to 
whom  these  requests  should  be  made,  and  by  whom  the  requests 
are  to  be  made. 

In  developing  a  systemic  response  plan  to  the  death  or 
serious  injury  of  a  child  in  care,  all  legal  and  procedural 
obstacles  must  be  removed  in  order  for  the  plan,  and  the 
parties  who  are  responsible  for  the  plan,  to  be  immediately 
mobilized. 

The  DSS  regulations  state,  "any  provider  who  is  managing 
a  contracted  case  that  meets  this  definition  is  equally  sub- 
ject to  the  provisions  of  this  chapter".  This  statement  applies 
to  the  C.I.U.  process,  but  should  be  further  clarified  as  to 
exactly  what  the  function  and  role  of  the  service  providers 
is,  and  what  channels  of  communication  are  involved,  and  as  to 
what  level  of  participation  the  provider  has  in  the  process. 
Regulations  governing  the  provider  or  contracted  agency  should 
be  clearly  stated  in  their  application  to  private  providers. 
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2.  The  reporting  aspect  of  the  response  plan  should  be  clear 
as  to  whom  the  reports  are  made.  DSS  should  define  the  roles 
and  interactions  in  the  reporting  of  the  death  or  serous  in- 
jury of  a  child.  Some  states  require  a  report  of  the  death 
of  a  child  to  be  made  simultaneously  to  the  social  services 
agency,  the  district  attorney,  law  enforcement  officials, 
and  the  medical  examiner.  A  system  of  cross-reporting  should 
be  incorporated  into  the  systemic  response  plan. 
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fusions  about  the  causes  of  death  or  serious  injury. 

At  the  inquest  of  the  two  foster  children,  it  was  reveal- 
ed that  the  children  had  died  from  being  poisoned.  Yet,  Dr. 
Blackbourne ' s  autopsy  report  stated  that  one  child  had 
possibly  died  from  a  blow  or  inflicted  injury.  The  inquest 
report  indicates  that  one  child  may  have  died  from  smother- 
ing or  asphyxiation. 

110CMR  13.00  states,  "if  the  cause  of  death  and/ or  in- 
jury was  abuse  or  neglect  and  a  51A  has  not  been  filed,  a 
department  employee  designated  by  the  Area  Director  shall  do 
so.  "  This  section  should  be  amended  by  adding,  after  abuse  or 
neglect,  the  phrase,  "or  death  or  injury  of  suspicious  origin 
or  unexplained  causes" .  The  regulations  and  statutes  should 
clarify  that  the  person  receiving  the  information  that  a 
child  has  died  from  abuse  or  neglect  or  unexplained  causes, 
or  from  circumstances  of  suspicious  origin,  should  immediate- 
ly file  a  51A  report. 

The  regulations  and  statutes  should  be  amended  to  state 
specifically  what  interagency  coordination  of  implementing 
emergency  support  services  to  others  in  the  home  or  facility 
will  take  place.  This  should  be  an  integral  part  of  the  in- 
vestigative process,  and  should  begin  immediately  upon  receiv- 
ing the  51A  report,  or  the  information  that  a  child  has  suffer- 
ed a  serious  injury,  or  has  died. 

3.   While  a  system  must  conduct  an  internal  investigation  in  a 
responsible  and  timely  manner,  there  should  also  be  an  immed- 
iate impartial  and  independent  review  of  all  circumstances 
when  a  child  has  died  or  had  a  serious  injury.  This  review 
should  involve  parties  from  the  legal,  medical  and  health  care 
systems,  law  enforcement  and  district  attorneys  offices,  social 
services,  mental  health,  psychological,  educational,  and  other 
professional  disciplines.  There  should  be  a  determination  of 
the  exact  mechanism  to  put  the  impartial  review  team  in  place, 
and  a  determination  of  under  whose  auspices  the  team  should 
have  its'  existence. 
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Both  the  internal  review  and  the  independent  review 
must  be  interagency  and  multi-disciplinary  in  approach  and 

makeup,  and  defined  within  a  uniform  framework  over  a 
specific  period  of  time.  All  documents  essential  to  the 
work  of  the  impartial  review  team  should  be  made  available 
to  the  members,  respecting  confidentiality  issues. 

The  impartial  review  team  should  work  parallel  to  the 
multi-disciplinary  team,  and  both  teams  should  work  in 
conjunction  with,  but  independent  of,  each  other. 
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Both  teams  would  review  the  circumstances  surrounding 
the  deaths  or  serious  injuries  of  the  children,  the  causa- 
tive and  contributory  factors,  the  conditions  in  the  home, 
the  persons  who  may  be  the  perpetrator  of  the  abuse,  or  is 
party  to  the  abuse  or  death,  either  living  in  the  home,  or 
outside  of  the  home,  the  past  history,  if  any,  of  the  home, 
the  medical  reports,  death  certificate  or  autopsy  report, 
the  case  record,  if  any,  licensing  procedures,  the  history 
and  case  records  of  other  children  in  the  home,  if  any, 
and  any  other  relevant  information  necessary  to  a  comp- 
rehensive investigation. 

The  review  teams  may  interview  any  persons  who  might 
have  information  that  is  vital  to  the  investigation,  or 
who  may  have  knowledge  of  the  conditions  of  abuse  or  death, 
or  information  about  the  perpetrators  of  the  abuse,  or  who 
may  have  contributed  to  the  death  of  the  child.  The  review 
teams  may  implement  any  measures  necessary  to  the  protect- 
ion of  the  child,  or  other  children  in  the  home,  including 
emergency  measures  necessary  to  prevent  further  abuse  and 
injury,  or  endangerment  to  other  children. 

The  review  teams  should  work  in  conjunction  with,  or 
have  members  who  are  part  of,  law  enforcement  offices  and 
offices  of  the  district  attorney,  in  the  event  of  the  death 
or  serious  injury  of  a  child. 

The  review  teams  should  have  regulations  governing  them 
that  reflect  the  confidential  nature  of  their  function,  and 
that  contain  procedural  guidelines  in  the  event  of  a  crimi- 
nal investigation  or  inquest. 


(49) 
SECTION  II 


There  should  be  regulatory  guidelines  established  that 
would  differentiate  a  case  when  a  child  has  died  or  suffered 
a  serious  injury  from  abusive  conditions  in  his/her  own 
home,  from  a  case  when  a  child  dies  or  suffers  serious  in- 
jury in  a  foster  home.  These  guidelines  should  include 
issues  such  as  other  foster  children,  and  natural  children, 
the  suspension  of  the  approval  of  the  home,  if  necessary, 
the  removal  and  placement  of  other  children  during  the  in- 
vestigation, emergency  measures,  supportive  services  that 
may  be  necessary,  and  any  other  necessary  preventive  meas.- 
ures  required.  If  a  home  has  more  than  one  license,  or 
approval  status,  the  review  teams  should  determine  whether 
these  other  licenses  should  be  suspended  during  the  in- 


vestigative period 


At  the  time  Henry  Gallop  and  Arron  Johnson  were  living 
in  the  Hill  foster  home,  the  Hills  were  also  providing 
family  day  care  for  three  children,  one  of  whom  was  a  grand- 
son, had  a  biological  daughter,  age  16,  living  at  home,  two 
adopted  daughters,  ages  4  and  14  years,  and  three  foster 
children-Henry  Gallop,  age  2  years,  Arron  Johnson,  age  20 
months,  and  a  sister  of  Arron  Johnson.  Some  of  these  child- 
ren experienced  health,  medical,  educational,  and  mental 
health  needs  that  required  special  attention  and  care  from 
the  foster  parents.  In  addition  to  the  six  adopted,  foster 
and  natural  children,  the  Hills  had  three  small  children  in 
their  home  for  day  care,  totaling  at  least  nine  children. 
It  is  not  known  if  the  Hills  had  any  other  natural  children 
living  at  home.  The  age  range  of  the  children  varied  from 
infancy  to  teenage. 

Having  multiple  status  children  living  in  the  home, 
some  with  specific  needs,  required  extra  resources,  time,  and 
effort  from  the  foster  parents,  in  order  for  them  to  be  able 
to  meet  the  needs  of  the  children,  and  to  provide  appropriate 
care  to  them.  In  addition,  the  foster  parents  would  require 
additional  special  services  and  resources  to  support  them 
in  their  roles  in  caring  for  all  children.  Also,  the  Hill 
household  had  a  chronic  history  of  problems  with  other  child- 
ren living  in  the  home  that  took  place  over  a  long  period 
of  time. 

It  is  possible  that  too  many  children  with  a  wide 
range  of  ages  and  needs,  coupled  with  inadequate  support 
services,  exacted  undue  stress  on  the  household  and  its' 
members . 
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C.   Needs  of  Children  in  Foster  Care  and  the  Provision  of 
Supportive  Information  and  Services  to  Foster  Parents. 

Statement  of  Issue:  Information  on  Child:  110CMR  7.112 
states,  "before  a  foster  child  is  placed  in  a  foster  home, 
the  Department  shall  provide  the  prospective  foster  parent 
with  sufficient  information  about  the  child  to  enable  the 
foster  parent  to  determine  whether  to  accept  the  child.  The 
foster  parent  will  receive  information  about  the  service  plan, 
behavior  management  guidelines  and  techniques,  the  child's 
medical  needs,  the  child's  educational  needs,  and  any  other 
special  conditions  or  requirements."  After  placement,  the 
Department  shall  provide  the  foster  parent  with  sufficient 
on-going  information  about  the  child  to  enable  the  foster 
parent  to  meet  the  needs  of  the  child.  The  Department  should 
also  assign  a  social  worker  who  will  be  responsible  to  pro- 
vide services  to  the  foster  child  and  support  the  foster 
parents.  DSS  is  to  provide  the  foster  parents  with  a  copy  of 
the  service  plan,  the  Medical  Passport,  and  is  to  notify  the 
foster  parents  of  all  court  hearings  and  case  reviews,  if 
legal  guardianship  or  adoption  is  to  be  pursued,  and  is  to 
provide  the  foster  parent  and  foster  child  with  any  subsidy 
or  benefits  to  which  they  are  entitled. 

The  Department  has  established  a  program  called  the 
"Medical  Passport"  for  all  children  in  substitute  care. 
According  to  110CMR  7.124,  "the  medical  passport  shall  re- 
cord pertinent  and  available  medical/dental/mental  health 
and  developmental  data  about  the  child.  Department  social 
workers  and  medical  providers  shall  each  complete  relevant 
portions  of  the  passport.  The  passport  shall  be  held  by  the 
substitute  care  provider  and  shall  remain  with  the  child 
for  the  duration  of  his/her  placement.  If  a  child  moves  to 
a  new  substitute  care  placement  or  returns  home,  the  medical 
passport  moves  with  the  child." 

The  regulations  outline  the  time  periods  for  routine 
medical  examinations  and  for  dental  routine  examinations. 

If  a  child  receives  emergency  medical/dental/mental 
health  treatment  at  time  of  placement,  a  record  of  such 
treatment  shall  be  entered  into  the  child's  case  record.  The 
regulations  state,  ""When  a  Medical  Passport  is  completed 
for  this  child,  the  social  worker,  in  completing  the  relev- 
ant portions,  shall  make  reference  to  the  emergency  treatment 
provided  at  placement . " 

The  Medical  Passport  contains  encounter  forms  that  re- 
cord hospital  treatment  visits  and  lists  the  responsibilities 
of  the  foster  parents. 
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The  DSS  policy  regarding  the  Medical  Passport  is  to 
provide  Project  Good  Health  care  service  or  an  equivalent 
to  children  in  foster  care.  PGH  is  a  federally  funded  pro- 
gram designed  to  give  children  periodic  health  care.  The 
program  is  for  children  who  have  been  placed  through  a  court 
order,  or  through  a  voluntary  agreement. 

Service  Plans:  110CMR  6.00  state  the  regulations  of  DSS  re- 
lating to  service  plans  and  case  reviews.  The  regulations 
state,  "A  service  plan  for  a  family  with  a  child  in  substi- 
tute care  shall  contain  the  elements  listed  above  and  each 
of  the  following  additional  elements  about  the  child: 

1.  The  type  of  placement  (foster  care,  group  care,  etc.) 

2.  The  history  of  any  previous  placements. 

3.  The  reason  for  the  child's  current  placement. 

4.  Efforts  made  by  the  Department  and  the  family  to 
prevent  the  need  for  placement. 

5.  The  visiting  schedule  between  the  family  and  the 
child,  or,  if  no  visits  are  stated,  an  explana- 
tion of  why. 

6.  The  identification  of  the  permanent  plan  for  the 
child. 

7.  The  projected  date  by  which  the  child  may  return 
home  or  be  placed  in  another  permanent  living 
situation. 

8.  A  description  of  the  child's  specific  health,  dental, 
and  educational  needs  while  in  placement." 

The  elements  referred  to  include: 

1.  A  statement  indicating  whether  the  goal  of  the 
service  plan  is  to: 

a.  strengthen  the  family  unit 

b.  provide  an  alternative  permanent  home  for  a 
child  who  has  been  removed  from  his  or  her 
home;  or 

c.  enable  a  mature  minor  to  live  independently 

2.  A  statement  of  the  problem(s)  and  change(s)  needed 
to  achieve  the  goal  of  the  service  plan  and  close 
the  case. 

3.  A  statement  of  the  task(s)  to  be  completed  by  the 
client (s)  within  specified  times  or  at  specified 
frequencies. 

4.  A  statement  of  the  task(s)  to  be  completed  and  the 
specific  service(s)  to  be  provided  by  the  Department 
and  other  parties  within  specified  times  or  at 
specified  frequencies. 
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The  regulations  of  the  Department  of  Social  Services 
state  a  time  frame  for  completion  of  service  plans: 

1.  a.  for  all  cases  except  single  service  cases,  within 

10  working  days  after  an  assessment  is  completed, 
but  in  no  event  later  than  55  working  days  after 
the  opening  of  the  case 

b.  for  single  service  cases,  within  10  working  days 
after  an  assessment  is  completed,  but  in  no  event 
later  than  30  working  days  after  the  opening  of 
the  case 

c.  for  a  placement  made  on  an  emergency  basis  to  ensure 
the  immediate  safety  of  a  child,  where  there  is  no 
service  plan,  a  service  plan  shall  be  completed 
within  30  working  days  after  the  placement 

2.  Except  in  an  emergency,  every  family  shall  have  a  service 
plan  prior  to  placing  a  child  in  substitute  care. 

3.  For  purposes  of  developing  a  service  plan  the  opening  of 
the  case  occurs  upon  one  of  the  following: 

a.  the  substantiation  of  a  51A  report  after  an  investiga- 
tion 

b.  the  receipt  of  an  application  for  voluntary  services 

c.  a  court  order  giving  custody  to  the  Department 

The  Department  provides  for  an  agreement  procedure  with 
the  client,  and  states  in  the  regulations  that  the  service  plan 
"shall  be,  to  the  maximum  extent  possible,  jointly  developed 
by  the  Department  and  those  clients  receiving  services  from  the 
Department."  If  the  parties  are  in  agreement  with  the  service 
plan,  both  shall  sign  the  service  plan.  If  the  parties  are  not 
in  agreement,  the  Department  shall  inform  the  client  that 
they  may  seek  a  review  through  the  grievance  procedure. 

The  service  plan  is  to  be  reviewed  during  each  case  re- 
view, at  a  minimum.  In  addition,  the  regulations  state,  "A 
new  service  plan  must  be  written  when  there  has  been  a  change 
in  the  goal  of  the  plan.  An  existing  service  plan  may  be  up- 
dated and  renewed  if  the  goal  of  the  plan  is  unchanged.  How- 
ever, no  service  plan  may  be  renewed  a  second  time." 
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Case  Review-Foster  Care  Review  (FCR):  DSS  110CMR  6.12  of 
the  regulations  state: 

1.  Requirement:  The  Department  shall  conduct  a  FCR  within 
six  months  after  a  case  is  opened  and  every  six  months 
thereafter. 

2.  Content:  A  FCR  shall  include  consideration  of  the 
following  issues: 

a.  the  necessity  and  appropriateness  of  the  services 
to  the  family 

b.  a  review  of  the  purpose  of  the  service  plan 

c.  a  review  of  the  past  6  months  activities,  including, 
the  Department's  fulfillment  of  the  tasks  identi- 
fied in  the  service  plan 

the  parent's  fulfillment  of  the  tasks  identified 
in  the  service  plan,  including  the  visitation 
schedule 

the  provider's  fulfillment  of  the  tasks  identi- 
fied in  the  service  plan 

where  appropriate,  the  child's  fulfillment  of  the 
tasks  identified  in  the  service  plan 
progress  made  toward  resolving  the  problems  identi- 
fied in  the  assessment  or  previous  case  review 

d.  a  review  of  the  necessity  and  appropriateness  of 
the  child's  continued  placement 

e.  a  review  of  the  extent  of  progress  made  toward 
alleviating  or  mitigating  the  causes  necessitating 
the  child's  placement 

f .  a  review  of  the  projected  date  by  which  the  child 
may  likely  be  returned  to  his  parents  or  guardian, 
or  placed  for  adoption,  or  have  a  guardian  appoint- 
ed other  than  the  Department  or  its  agent 

g.  a  review  of  the  proposed  direction  of  service  plan- 
ning for  the  next  six  months,  including: 

the  steps  necessary  to  achieve  permanency  for  the 

child 

the  visitation  schedule  for  the  parents  and  the 

means  by  which  the  schedule  will  be  implemented 

The  remainder  of  the  regulations  relating  to  the  FCR 
state  the  structure  and  format  of  the  Foster  Care  Review,  the 
participants,  the  responsibilities  of  social  workers,  super- 
visors, Area  Directors,  responsibilities  of  the  Foster  Care 
Review  Unit  and  panel  members.  The  regulations  also  state  the 
determinations  to  be  made  by  the  panel,  and  conditions  when 
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the  panel  disagrees  with  the  service  plan.  The  regulations 
also  state  the  appeal  process  when  there  is  disagreement. 
The  responsibilities  of  the  social  workers  will  be  discussed 
in  Section  II,  subsection  E.  The  Foster  Care  Review  process 
will  be  discussed  in  Volume  II. 

Child  Placement  Agreement :  The  Department  of  Social  Services 
has  a  Child  Placement  Agreement  that  consists  of  information 
on  the  Family  Resource,  expected  length  of  placement,  child's 
custody  status,  the  child's  school,  religion,  ethnicity, 
language,  name  and  address  of  parents,  and  other  significant 
caretaker.  It  also  contains  reimbursement  information,  and 
other  information  on  the  child. 

At  a  public  hearing  of  the  Special  Subcommittee  on  Foster 
Care,  the  Commissioner  of  Social  Services  stated  that  foster 
families  should  receive  the  Medical  Passport,  Service  Plan, 
and  Child  Placement  Agreement  when  children  are  placed  in  care. 

Social  Workers:  Under  regulations  of  the  Office  for  Children, 
102CMR  4.00,  social  workers  are  required  to  visit  the  child 
once  a  month.  The  social  worker  is  also  responsible  to  work 
with  the  foster  family  on  issues  and  problems  affecting  the 
child.  The  social  worker  is  also  responsible  for  providing 
the  service  plan,  medical  passport,  and  other  information  to 
the  foster  parents. 

DSS  policy  number  85003  states  that  each  foster  child 
must  have  a  Medical  Passport  which  includes  the  required  in- 
formation and  the  name  of  the  social  worker  assigned  to  the 
child.  DSS  policy  also  requires  that  all  medical  care  pro- 
vided to  the  child  must  be  reported  to  the  Department.  A 
copy  of  the  medical  forms  are  to  be  given  to  the  social  work- 
er and  should  be  included  in  the  child's  record. 

The  social  worker  should  be  a  resource  to  the  foster 
family  and  should  be  responsive  to  the  concerns  of  the  fost- 
er parents  and  maintain  open  communication  with  them. 

The  Foster  Care  Review  section  of  the  regulations  lists 
the  responsibilities  of  the  social  worker.  Among  these  are: 
scheduling  for  the  case  review 

ensure  that  a  current  service  plan  is  available 
discuss  any  change  in  the  service  plan 
attend  the  case  review  and  provide  information  about 

the  service  plan 
write  the  service  plan  for  the  next  six  month  period 
discuss  the  pending  case  review  with  parents,  foster 
parents  and  the  child  prior  to  the  review 
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Multiple-Status  and  Multiple-Problem  Children  in  Foster  Care 

The  Office  for  Children  licensed  the  Hill  foster  home.  At 
a  public  hearing  of  the  Special  Subcommittee  on  Foster  Care, 
the  Commissioner  of  the  Office  for  Children  stated  that  six  is 
the  maximum  number  of  foster  children  allowed  in  any  one 
foster  home.  The  Commissioner  of  Social  Services  stated  that 
there  is  a  waiver  procedure  that  allows  more  than  six  foster 
children  in  one  home.  The  Commissioner  also  stated  that  the 
Department  has  used  the  waiver  procedure  23  times. 

Commissioner  Leonard  stated  that  the  Office  for  Children 
is  more  concerned  with  ensuring  that  the  total  number  of 
children  in  a  home  is  low  enough  to  ensure  proper  care  than 
it  is  with  a  set  limit.  The  goal  of  OFC  is  to  ensure  that 
foster  parents  are  able  to  manage  and  care  for  the  children. 

When  asked  by  the  members  of  the  Special  Subcommittee 
whether  or  not  there  is  a  limit  on  the  total  number  of  child- 
ren- foster,  biological,  and  possibly  day  care,  the  Commission- 
er of  Social  Services  replied  that  there  was  presently  .no 
limit  to  the  total  number  of  children  in  a  foster  home. 

Throughout  the  public  hearings,  discussions,  meetings, 
and  information-gathering  of  the  Special  Subcommittee,  the 
lack  of  information  on  children  being  placed  in  foster  care 
was  repeatedly  stated  as  being  a  serious  problem  area  in 
the  foster  care  system.  Foster  parents  and  others  knowl- 
edgable  in  the  area  of  foster  care  consistently  stated  that 
they  had  serious  problem-behavior  children  placed  with  them, 
and  they  were  unaware  of  the  problems.  Many  stated  that  they 
had  no  information  on  the  children  prior  to.  or  at  the 
time  of,  or  after  the  placement  of  the  children. 

Foster  parents  stated  that  they  were  having  foster 
children  placed  with  them  who  were  suicidal,  pregnant,  abusive 
of  drugs  and  alcohol,  coming  from  drug-abusing  and  violent 
homes,  and  had  a  wide  range  of  other  problems.  The  foster 
parents  stated  that  they  were  getting  these  children  and  teens, 
and  were  not  informed  or  made  aware  of,  the  type  or  severity, 
of  their  problems.  These  foster  parents  thought  that,  if  they 
had  been  informed  of  problem-behaviors,  they  could  have  alter- 
ed their  parenting  roles  to  conform  to  the  children's  problemi 
behaviors,  and  thus  improved  their  capacity  as  foster  parents, 
Many  felt  they  could  have  prevented  negative  consequences, 
undue  family  distress,  and  additional  problems  for  the  foster 
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children  they  cared  for,  themselves,  and  for  their  own  child- 
ren, had  they  known  about  the  problem-behaviors,  or  the 
health,  mental  health  and  educational  problems  the  foster 
children  were  experiencing. 

Recently,  a  tragic  fire  in  a  foster  home  took  the  lives 
of  a  foster  mother,  Goldie  Rogers,  her  son-in-law,  and  two 
foster  children  living  in  the  home.  While  the  circumstances 
surrounding  the  fire  remain  questionable,  one  of  the  foster 
children  placed  in  the  home  had  a  history  of  being  a  "fire- 
setter".  According  to  family  members,  the  foster  mother,  who 
had  cared  for  more  than  150  foster  children,  had  not  been 
informed  of  the  history  of  the  child's  behaviors  by  DSS.  The 
family  members  stated  that,  had  she  been  aware  of  the  child's 
history  of  problem-behaviors,  the  foster  mother  would  have 
adjusted  her  parenting  perspective  accordingly. 

At  the  public  hearings  of  the  Special  Subcommittee,  the 
members  stated  that  in  the  Hill  foster  home,  there  were  four 
"types"  of  children  -  foster,  biological,  day  care,  and 
adopted .  All  totaled,  there  were  at  least  three  foster  child- 
ren, three  day  care  children,  one  biological  child  that  is 
known,  and  two  adopted  children.  From  what  is  known,  the  ages 
of  the  children  ranged  from  20  months  to  16  years  of  age. 
In  addition  to  their  being  multiple-status  children,  many  of 
these  children  experienced  health  problems,  mental  health 
problems,  and  other  problem-behaviors  that  required  a  wide 
range  of  specialized  resources,  and  extra  care  and  attention 
from  the  foster  parents. 

Many  foster  parents  have  children  of  their  own,  and  their 
children  also  should  be  safe,  protected,  nurtured,  and  should 
have  their  parents  available  to  them  for  the  parenting  they 
need.  Natural  parents  want  to  know  about  problem-behaviors  or 
health  care  needs  their  own  children  are  experiencing,  whether 
these  needs  are  health-related,  educational,  social,  or  psych- 
ological, in  order  to  be  able  to  provide  appropriate  parenting 
Foster  parents  should  be  provided  with  adequate  information 
necessary  to  their  foster  parenting  in  the  best  interests  of 
the  child  placed  in  their  care. 
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C.   Needs  of  Childen  in  Foster  Care  and  the  Provision  of 
Supportive  Information  and  Services  to  Foster  Parents. 

Problem  Areas:  1.  Before  a  child  is  placed  in  a  foster 
home,  DSS,  according  to  its  regulations,  is  to  provide  the 
foster  parents  with  "sufficient  information  about  the  child 
to  enable  the  foster  parent  to  determine  whether  to  accept 
the  child".  The  foster  parent  is  to  receive  information 
about  the  service  plan,  the  child's  medical  needs,  behavior 
guidelines,  educational  needs,  and  other  special  conditions. 
After  placement,  the  Department  is  to  provide  the  foster 
parent  with  sufficient  ongoing  information  "to  enable  the 
foster  parent  to  meet  the  needs  of  the  child."  Evidently 
the  policy  established  by  DSS  in  this  area  is  not  consist- 
ently put  into  practice,  and  is  not  uniformly  implemented. 

At  the  public  hearings  of  the  Special  Subcommittee,  the 
issue  was  raised  about  the  provision  of  appropriate,  timely, 
and  adequate  information  to  foster  parents  on  the  children 
they  were  receiving  into  care.  Repeatedly,  responses  to 
questions  asked  by  the  members  to  those  persons  testifying 
were  that  information  provided  was  minimal,  insufficient, 
inappropriate,  or  not  provided  at  all.  The  members  of  the 
Subcommittee  frequently  heard  that  essential  information  was 
withheld  from  foster  parents  when  children  are  placed,  and 
often  Medical  Passports  do  not  accompany  them. 

Also,  many  people  expressed  concern  to  the  members  that 
records  and  background  information  from  DSS  and  service 
vendors  on  foster  children  does  not  accompany  the  child  when 
he/she  is  placed  in  a  school  for  the  first  time.  The  educa- 
tional difficulties  experienced  by  foster  children  will  be 
further  discussed  in  Volume  II. 

The  Subcommittee  members  determined  that  not  all  foster 
parents  received  the  Medical  Passport,  and  that  frequently 
the  Passport  was  not  kept  updated.  The  Commissioner  of  DSS 
stated  that  approximately  70%  of  foster  parents  receive  the 
Passport.  In  addition,  Medical  Passports  were  often  not  re- 
viewed by  the  social  worker,  encounter  forms  for  hospital- 
clinic  visits  were  not  filled  out  and  included  with  the 
Passport,  and  the  notification  system  by  which  certain  per- 
sons were  to  be  kept  informed  of  the  child's  health  status 
by  use  of  the  Medical  Passport  was  confusing  and  inconsistent 

There  are  confusing  statements  in  the  Medical  Passport 
policy  about  who  is  responsible  for  giving  a  copy  of  the 


(58) 


SECTION  II 


encounter  form  to  the  social  worker.  One  section  states  that 
the  form  "is  given  to  the  social  worker  either  by  the  foster 
parent  or  directly  by  the  health-care  provider. "  Another 
section  states,  "the  foster  parent  is  responsible  for  return- 
ing the  encounter  form  to  the  social  worker" .  The  regulations 
of  the  Department  further  state,  "when  a  Medical  Passport  is 
completed  for  the  child,  the  social  worker,  in  completing  the 
relevant  portions,  shall  make  reference  to  the  emergency  treat- 
ment provided  at  placement".  Clearly,  there  is  much  confusion 
of  roles  and  responsibilities  regarding  some  aspects  of  the. 
Medical  Passport . 

The  Department  regulations  state,  "If  a  child  moves  to 
a  new  substitute  care  placement  or  returns  home,  the  Medical 
Passport  moves  with  the  child".  This  is  another  aspect  of 
the  policy  that  is  unclear  and  contains  some  confusion  of 
roles  and  responsibilities. 

The  records  of  the  Department  of  Social  Services  show 
that  neither  Children's  Hospital,  Boston  City  Hospital,  nor 
the  foster  parents  noti Pied  any  agency  of  the  many  incidenc- 
es when  the  children  were  treated  for  routine  medical  care, 
and  for  illnesses  and  injuries  that  were  unrelated  to  their 
individual  health  status.  "^ 

The  Medical  Passport  policy  is  implemented  through  Project 
Good  Health,  a  federally  funded  program.  While  the  Passport 
system  may  be  appropriate  for  routine  medical,  health,  and 
dental  visits,  it  may  be  inappropriate  and  inadequate  for  serv- 
icing and  treating  medical  problems  that  are  not  routine,  such 
as  those  experienced  by  Henry  Gallop  and  Arron  Johnson.  As 
previously  stated,  the  14  year  old  adopted  daughter  also  ex- 
perienced mental  health  problems,  which  are  specified  in  the 
DSS  policy  as  being  part  of  the  Medical  Passport.  From  what 
was  stated  at  the  public  hearings,  none  of  these  children  had 
Medical  Passports. 

At  the  public  hearings,  it  was  stated  that  often  DSS 
and  agency  social  workers  are  unsure  of  how  much,  and  what 
kind,  of  information  can  be  shared  with  foster  parents  on 
children  in  their  care.  This  area  must  be  clarified  through 
regulation  and  through  policy  and  practice. 

Throughout  the  Special  Subcommittee's  review  of  the  events 
leading  to  the  deaths  of  the  two  children,  it  became  apparent 
that  there  were  conflicting  accounts  of  the  status  of  the 
health  of  the  two  children,  and  that  the  foster  parents  had 
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received  contradictory  information  on  the  children.  Also, 
the  14  year  old  adopted  daughter  in  the  same  home  experienced 
serious  psychological  problems,  and  the  foster  parents  may 
not  have  received  adequate  information  as  to  this  child's 
exact  condition. 

The  members  of  the  Special  Subcommittee  were  deeply 
concerned  about  the  loss  of  foster  mother,  Goldie  Rogers,  in 
a  recent  tragic  fire,  which  also  claimed  the  lives  of  her 
son-in-law,  and  two  other  foster  children.  The  question  of 
whether  the  fire  was  accidental  or  deliberate  is  out  of  the 
purview  of  this  report.  However,  family  members  of  Goldie 
Rogers  have  stated  repeatedly  that  she  had  not  been  inform- 
ed of  the  past  history  of  one  of  the  children  who  was  a  "fire- 
setter".  Had  she  known,  the  family  members  have  stated,  she 
would  have  monitored  that  child  accordingly. 

As  previously  stated,  foster  parents  and  other  persons 
stated  that  they  often  had  problem-behavior  children,  or 
children  and  teens  placed  with  them  and  they  were  not  in- 
formed of  the  problems.  Many  stated  that  they  received  no 
information  on  the  children  prior  to,  and  after,  placement. 

Foster  parents  stated  that,  had  they  been  made  aware  of 
psychological,  educational,  health,  and  other  problems  ex- 
perienced by  the  children  placed  with  them,  they  would  have 
been  better  able  to  provide  parenting,  care  and  nurturance 
of  the  children,  obtain  vital  health  services,  and  been 
better  able  to  enroll  the  children  in  appropriate  education- 
al programs.  The  foster  parents  would  also  have  been  better 
able  to  determine  the  needs  of  the  children,  and  access  serv- 
ices crucial  to  the  well-being,  treatment  and  care  of  the 
children . 

While  it  is  not  known  if  each  child  had  a  service  plan, 
it  is  evident  that  these  service  plans  were  not  reviewed 
periodically,  and  amended  according  to  changing  needs  of  the 
children  in  the  foster  home.  If  children  in  foster  care  have 
special  needs  in  any  area,  service  plans  should  be  reviewed 
and  updated  more  frequently.  Also,  the  time  frame  for  service 
plans  to  be  developed  is  too  long,  and  should  be  shortened 
for  children  who  are  experiencing  particularly  stressful  or 
extensive  problem-behaviors. 

In  addition,  when  there  are  several  children  in  one 
foster  home,  and  some  or  all  of  them  experience  serious  or 
multiple  problems  in  any  area,  and  there  are  also  biological 
or  other  children,  service  plans  should  include  the  family 
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composition  and  other  factors.  There  should  be  a  family  service 
plan  deVeTbpecT  that  reflects  the  needs  of  the  family  unit  and*" 
the  individual  members,  and  that  reflects  the  support  services 
required  by  the  family  as  a  unit.  The  family  service  plan 
should  include  a  needs  assessment  of  the  full  family  unit. 
along  with  individual  family  members. 

In  communities  where  children  are  placed  in  the  foster 
homes  of  people  of  color,  there  exists  a  lack  of  information 
and  support  services  that  are  sensitized  to  the  needs  of  the 
minority  community f  and  the  roster  homes  in  these  communities . 
Foster  parents  in  these  communities  who  are  open  to  taking  in 
foster  children,  are  frequently  over-saturated  with  too  many 
children  and  youth,  and  not  enough  supportive  services  that 
are  specific  to  the  needs  of  the  children,  and  specific  to 
the  needs  of  the  minority  communities.  Frequently,  there  is 
no  pre-placement  period  when  children  and  youth  are  intro- 
duced to  the  foster  family.  Often  information  on  the  needs  of 
the  children  is  not  provided  before,  during,  or  after  place- 
ment . 

In  foster  homes  where  there  are  children  with  diverse  age 
ranges  and  needs,  service  planning  can  often  be  uncoordinated, 
and  fragmented.  Foster  parents  at  times  must  expend  their 
energies  accessing  to,  and  maintaining,  adequate  levels  of 
services  for  children  in  their  care.  Foster  parents  may  not 
receive  adequate  training  in  understanding  how  to  access 
appropriate  services  to  meet  the  needs  of  foster  children. 
For  foster  homes  in  minority  communities  that  are  over-utiliz- 
ed  and  under-supported,  or  are  under  stress  because  there  are 
too  few  of  them  to  meet  the  demand,  appropriate  sensitized 
services  and  programs  are  even  less  "adequate"?"     "^~"    " 

The  Special  Subcommittee  heard  at  the  public  hearings, 
and  through  communications  provided  to  the  Subcommittee,  that 
some  of  the  reasoning  for  not  letting  foster  parents  know 
about  the  special  needs  of  children,  or  problem  behaviors  with 
children,  is  that,  "if  they  knew,  they  would  not  take  the 
children".  This  would  appear  to  be  a  disservice  to  foster 
parents  by  asking  them  to  fulfill  a  parenting  role,  and  then 
not  giving  them  the  necessary  tools  to  carry  out  this  role 
effectively.  The  members  of  the  Subcommittee  are  concerned 
that  if  the  practice  of  not  providing  foster  parents  with 
the  appropriate  information  that  is  vital  to  their  role  contin- 
ues, there  will  be  a  lack  of  good  foster  homes,  and  the  state 
will  lose  many  of  those  it  now  has. 
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2.  The  Hill  home  was  made  up  of  four  "types"  or  categories 
of  children:  foster,  biological,  day  care,  and  adopted. 
At  the  public  hearings  of  the  Subcommittee,  it  was  brought 
to  the  attention  of  the  members  that,  while  there  is  a  limit 
of  six  for  the  number  of  foster  children  in  one  home,  there 
is  no  limit  to  the  total  number  of  children  in  one  home. 
In  the  Hill  home,  there  was  a  wide  range  of  ages  and  needs 
of  the  children  living  there.  A  full  composite  assessment 
of  the  numbers,  ages,  and  needs"  of  all  family  members  was 
never  conducted  by  any  or  all  of  the  agencies  involved  with 
this  family. 

The  Commissioner  of  the  Office  for  Children  stated  that 
"the  Office  is  more  concerned  with  ensuring  that  the  total 
number  of  children  in  a  home  is  low  enough  to  ensure  proper 
care  than  it  is  with  a  set  limit.  OFC  wants  to  ensure  that 
foster  parents  are  able  to  manage  and  care  for  the  children." 
While  this  position  should  be  respected,  there  should  be  a 
collective  assessment  of  the  family  unit,  and  the  impact  of 
large  numbers  of  children  on  the  ability  of  a  family  to 
appropriately  and  effectively  care  for  the  children  livTng 
there.  A  limit  on  the  number  of  children  does  not  measure  the 
quality  of  care  that  foster  parents  are  able  to  provide  to 
numbers  of  multiple  status  children  of  varying  ages  and  needs, 
who  also  require  concentrated  care. 

It  is  not  known  if  individual  agencies  or  providers  were 
aware" of  the  total  numbers  of  children.  Each  agency  may  have 
believed  that  their  particular  requirements  were  being  ful- 
filled, without  assessing  the  collective  impact  of  all  child- 
ren in  the  household.  The  Office  for  Children  was  responsible 
for  the  numbers  of  day  care  children,  but  licensed  DSS,  who 
in  turn,  licensed  other  facilities  to  license  agencies,  who 
approve  foster  homes.  In  addition,  there  is  confusion  as  to 
whom  was  responsible  for  the  emotionally  disturbed  child,  as 
DMH  and  DSS  shared  responsibility  for  this  child. 

In  the  Hill  household,  all  members  contributed  to  a 
family  unit  that  was  complex  and  multi-problemed,  and  required 
specific  resources  and  support  systems. 

The  Commissioner  of  DSS  stated  that  there  is  a  waiver 
procedure  that  allows  for  higher  than  six  to  be  the  maximum 
number  of  children  in  a  foster  home.  The  use  of  this  waiver 
procedure  should  be  examined  in  applicability  to  homes  where 
there  are  large  numbers  of  children,  or  a  composite  of  children 
with  specific  needs. 
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3.   In  the  Hill  household  there  were  foster  children  who 
had  medical/ health  problems  and  a  mentally  ill  teenager. 
Other  children  and  teenagers  in  the  family  may  have  ex- 
perienced areas  of  special  needs.  The  mentally  ill  teen- 
ager also  required  special  educational  programs.  It  is  not 
known  if  other  agencies  working  with  the  family  were  aware 
of  her  presence  in  the  home,  or  of  the  range  of  needs  of 
this  child,  and  the  needs  of  the  foster  parents  caring  for 
her .  These  children  and  other  children  in  foster  care  fre- 
quently have  multiple  special  needs,  and  experience  problem 
behaviors  and  otner  problems  tnat  require  short-  and  long-  ** 
term  planning  for  services  and  specific  resources. 

It  appears  that  the  Hill  family  was  not  fully  aware  of, 
or  was  inadequately  informed  about,  the  medical  and  health 
problems  of  the  two  children  that  died.  While  they  may  or 
may  not  have  been  informed  about  the  needs  and  problems  ex- 
perienced by  the  14  year  old  adopted  daughter,  clearly  they 
were  not  provided  with  enough  support  systems  to  meet  her 
needs,  or  to  meet  their  own  needs  in  caring  for  her.  There 
were  many  agencies  and  providers  involved  with  this  child  - 
DMH,  DSS,  Gaebler  Children's  Unit,  and  a  mental  health  clinic 
where  she  attended  school  daily.  These  parties  should  have 
had  a  coordinated  approach  in  developing  and  implementing  an 
ongoing  service  plan  designed  to  meet  her  specific  needs,  and 
resources  to  aid  the  foster  parents  in  supporting  her  develop- 
ment .  The  foster  parents  should  have  been  informed  of  her 
problems^  J>ehaviors ,  progress,  and  development  on  a  frequent, 
instructive  basis,  with  an  array  of  support  systems  in  place. 

Reportedly,  one  of  the  children  had  a  "seizure  disorder", 
or  possibly  epilepsy,  and  other  medical  problems.  The  foster 
parents  should  have  been  informed  and  supported  in  handling 
his  problems  in  a  coordinated  approach  involving  health  care 
systems,  social  workers,  and  others  responsible  for  his  care. 

At  a  public  hearing  of  the  Special  Subcommittee,  a  foster 
parent  testified  that  at  one  time  she  had  six  foster  children 
at  one  time,  all  still  infants.  The  foster  parent  stated  that 
she  had  cared  for  over  40  foster  children  over  the  years,  most 
of  them  infants  or  toddlers  under  3  years  of  age.  Often  the 
children  arrived  at  her  home  in  poor  health  or  with  medical 
needs  requiring  frequent  medical  care.  The  combination  of  all 
the  children  with  special  needs  was  very  difficult.  The  foster 
parent  stated  that  often  physicians  wanted  to  be  paid  in  cash. 
Reimbursements  were  difficult  for  out-of-pocket  payments. 
At  one  time,  the  foster  parent  had  six  infants  and  small 
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children  at  one  time,  and  one  child  was  in  a  full  body  cast. 

At  the  same  hearing,  a  foster  mother  said  she  was  often 
given  false  information  on  foster  children  before  placement, 
and  often  the  behaviors  of  the  children  were  more  severe 
than  what  was  told  to  the  foster  parents.  The  foster  parent 
said,  "DSS  will  tell  you  anything  to  get  you  to  take  the 
kids". 

Another  foster  mother  testified  that  she  had  teenagers 
of  her  own,  and  asked  that  she  not  be  given  foster  children 
who  were  older  than  her  own,  as  she  felt  she  could  not 
parent  these  children  very  well.  Instead,  she  had  several 
youth  placed  in  her  home  who  were  older  than  her  own  children 

A  16  year  old  young  woman  testified  that  she  had  been 
a  foster  child  since  the  age  of  11  years.  She  stated  that  in 
many  of  the  foster  homes  in  which  she  was  placed,  the  foster 
parents  were  uninformed  or  misinformed  about  her.  She,  in 
turn,  did  not  know  anything  about  the  foster  parents  until 
after  she  was  placed.  The  teenager  said  that  DSS  did  not 
ask  her  what  she  thought  about  anything,  nor  did  they  ask 
for  her  opinion. 

The  Special  Subcommittee  heard  from  many  foster  parents 
that,  while  they  wanted  to  continue  being  foster  parents,  and 
care  for  children  and  teenagers,  often  this  was  difficult  due 
to  the  combined  numbers  of  children,  added  to  the  natural 
children  of  the  foster  parents.  Difficulties  were  often 
further  compounded  by  the  complex  needs  and  problem-behaviors 
experienced  by  the  children  placed  in  their  care,  and  the 
inadequacy  of  resources  and  services  to  meet  these  needs. 

4.  DSS  regulations  state  that  a  foster  home  is  to  be  evalua- 
ted annually.  (110CMR  7.113)  Under  the  Office  for  Children 
regulations,  102CMR  4.08,  social  workers  are  to  pay  monthly 
visits  to  the  child.  Infrequent  visits  to  a  foster  home  can 
prevent  relevant  agencies  from  detecting  problem  areas, 
identifying  needs,  and  providing  for,  or  arranging  for,  the 
services  and  resources  to  meet  these  needs.  It  is  not  known 
what  role  mental  health  workers  had  in  visiting  this  home, 
and  supporting  the  14  year  old  and  the  family  in  meeting  her 
needs.  It  is  also  not  known  how  extensive  these  visits  are, 
or  exactly  what  takes  place  during  the  visits,  nor  if  there 
is  any  interagency  coordination  in  identifying  the  needs  of 
foster  children  and  the  family  caring  for  them.  Interagency 
coordination  is  essential  in  providing  vital  services  to 
foster  families. 

Since  the  Hill  family  was  providing  foster  care  for 
children  and  teenagers  with  special  needs  or  specific  problem 
behaviors,  there  should  have  been  frequent  visits  in  order  to 
ensure  that  the  children  and  the  family  needs  are  being  met, 
and  that  essential  services  are  being  provided. 
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The  14  year  old  adopted  daughter  had  a  long-term  history 
of  self-destructive  and  suicidal  behavior,  and  had  been 
severely  physically  and  mentally  abused  by  her  biological 
mother  prior  to  living  with  the  Hills.  While  the  extent  and 
type  of  services  provided  to  this  child  are  not  known,  evid- 
ently they  were  inadequate  and  insufficient  for  her,  and  for 
the  foster  family.  This  child  was  placed  in  Gaebler  Children's 
Unit  after  the  death  of  Henry  Gallop,  and,  after  a  stay  with 
Reverend  Hamby,  was  placed  back  into  the  Hill  home.  After  the 
death  of  Arron  Johnson,  she  was  again  placed  in  the  Gaebler 
Unit,  and  recently  was  transferred  to  another  hospital. 

Throughout  the  pre-adoptive  placement,  and  after  the 
child  was  adopted  by  the  Hills,  several  agencies  were  involv- 
ed in  the  monitoring  and  supervision  of  her  care.  This  child 
required,  as  did  the  family  that  provided  for  her,  ongoing 
counseling,  therapy,  and  supportive  services  on  a  continuum. 

The  14  year  old  had  lived  with  the  Hills  since  1981,  and 
was  adopted  by  them  in  1983.  Thus,  she  lived  with  the  Hills 
since  the  age  of  7,  for  a  total  of  7  years.  After  her  place- 
ment with  the  Hills,  there  were  problems  with  other  children 
in  the  home.  It  is  possible  that,  due  to  the  severity  of  her 
problems,  this  child  also  was  part  of  those  problems.  Cumula- 
tively, there  should  have  been  an  awareness  on  the  part  of 
workers  involved  with  this  child  of  how  acute  her  problems 
were  over  a  long  period  of  time,  and  the  high  level  of  need 
there  was  for  an  array  of  services.  In  addition,  workers  for 
this  child  and  other  children  should  have  been  aware  of  the 
real  and  potential  risk  of  self-inflicted  harm  for  this 
child,  and  harm  directed  at  other  children  that  existed  in 
this  home.  Obviously  there  were  no  preventive  and  inter- 
ventive  measures  taken  to  protect  other  children. 

Several  agencies,  service  providers,  and  hospital  person- 
nel were  responsible  for  this  child  over  a  period  of  many 
years.  Henry  Gallop  and  Arron  Johnson  each  had  a  different 
social  worker.  It  is  not  known  if  the  teenager  had  a  social 
worker,  or  mental  health  worker  or  counselor.  However,  clearly 
these  workers  should  have  worked  in  a  coordinated  and  consist- 
ent manner  in  identifying  needs  and  providing  for,  and  arrang- 
ing, services  and  support  systems  to  the  children  and  all 
family  members. 

Henry  Gallop  lived  in  foster  care  for  approximately  14 
months,  and  Arron  Johnson  for  approximately  5  months.  Each 
child  should  have  been  placed  in  care  with  a  service  plan. 
The  elements  of  the  service  plan  are  contained  in  the 
DSS  regulations,  and  are  summarized  on  page  51  of  this  report. 
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One  of  these  elements  refers  to  the  completion  of  tasks  and 
the  specific  services  to  be  provided  by  DSS  and  other  parties, 
within  specified  times  or  at  specified  frequencies.  The  Hill 
family  and  all  foster  families  should  have  these  elements  and 
all  elements  of  the  service  plan  coordinated  to  meet  individ- 
ual and  family  needs.  If  foster  parents  take  in  children  that 
have  particular  special  needs,  the  content  of  the  service 
plan  and  the  achievement  of  the  goals  of  the  service  plan 
should  be  frequently  reviewed  and  evaluated  for  their  effect- 
iveness and  outcome.  These  reviews  and  evaluations  should  be 
coordinated  among  all  parties  involved  in  the  servicing  of 
the  foster  children  and  foster  families. 

The  service  plans  are  to  be  reviewed  during  each  case 
review,  at  a  minimum. Case  reviews  are  to  take  place  six 
months  after  a  case  is  opened,  and  every  six  months  there- 
after. Since  Henry  Gallop  was  in  foster  care  for  14  months, 
he  should  have  had  at  least  two  case  reviews,  and  Arron 
Johnson  should  have  been  approaching  his  first  review.  At  the 
case  review,  there  is  to  be  consideration  of  the  "necessity 
and  appropriateness  of  the  services  to  the  family" .  There  is 
also  a  review  of  the  purpose  of  the  service  plan  and  a  re- 
view of  the  past  six  months  activities.  There  is  also  a  re- 
view of  the  provider's  fulfillment  of  the  tasks  identified  in 
the  service  plan.  Clearly,  in  the  case  of  the  Hill  foster 
home,  where  there  were  complex  needs,  age  ranges  of  children, 
and  multiple-status  children,  the  necessity  of  case  reviews 
that  are  competent,  adequate  and  timely,  is  essential. 

At  the  public  hearings  of  the  Subcommittee,  a  volunteer 
in  a  foster  care  review  unit  testified  that  once  children  are 
in  foster  care,  natural  parents  are  seldom  present  at  the 
reviews .  Also,  children  are  often  not  present  at  reviews. 
Another  person  testified  that  difficulties  in  case  reviews 
seem  to  be  the  result  of  a  lack  of  communication  between 
central  planning  and  local  implementation. 

The  person  who  was  a  volunteer  on  a  case  review  also 
stated  that  there  are  many  factual  gaps  in  reports  given  to 
the  volunteer  for  review.  There  is  also  a  lack  of  black" 
volunteers.  The  volunteer  said  that,  as  far  as  he  knew,  he 
and  one  other  person  were  the  only  black  case  reviewers,  and 
he  had  never  reviewed  a  case  involving  a  black  family. 

The  case  reviewer  further  testified  that  case  reviewers 
review  service  plans,  but  not  the  actual  case.  Therefore, 
reviewers  were  voting  on  an  "already-determined  case  without 
knowing  anything  about  the  child  involved1'  .  Such  information 
Is  considered  "confidential" .  If  a  volunteer  votes  contrary 
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to  other  members  of  the  review  unit,  the  vote  is  ineffective. 
A  dissenting  reviewer  cannot  make  a 
^his  is  done  by  committee  reviewers. 


A  dissenting  reviewer  cannot  make  a  minority  report  on  a  case, 


Another  person  who  testified  stated  that  she  had  attended 
several  foster  care  reviews  and  had  never  seen  an  independent 
reviewer  in  attendance.  Others  have  told  the  Subcommittee  that 
the  review  system  is  ineffective  and  problems  that  should 
surface,  do  not.  Many  stated  that  the  case  review  system  needs 
substantial  changes,  and  that  often  case  reviews  are  too 
"subjective" . 

At  a  public  hearing  at  Roxbury  Community  College,  several 
persons  testified  that  there  is  a  lack  _of  culture-specific 
programs,  and  programs  Sealing  with  cross-cultural  sensitivity 
for  both  foster  parents  and  foster  children.  Others  stated 
that  cultural  differences  are  a  problem  in  the  foster  care 
system.  One  person  told  of  an  African  mother  who  could  not 
regain  custody  of  her  children  because  she  did  not  understand 
why  she  should  have  to  fulfill  the  requirements  of  DSS.  At 
the  public  hearing,  it  was  repeatedly  stated  that  there  is  a 
strong  need  for  culture-specific  programs  and  cross-cultural 
sensitivity  in  the  identification  of  needs  and  provision  of 
services  and  programs. 

Other  concerns  expressed  regarding  the  needs  of  foster 
families  in  communities  of  people  of  color  are  that  often 
social  workers,  and  services  provided  by  them,  do  not  take 
into  consideration,  or  are  not  sensitized  to,  the  needs  of 
these  communities  and  the  foster  parents  who  provide  homes 
in  them.  Social  workers  often  do  not  visit  the  homes  regul- 
arly. Several  persons  testified  that  there  is  a  lack  of 
support  systems  in  communities  of  people  of  color,  and  serv- 
ices for  multilingual  populations  are  inadequate.  Sensitiv- 
lty  to  these  communities  does  not  "filter  down"  to  the  people, 
nor  to  the  foster  parents  in  these  communities.  There  is  a 
need  for  an  array  of  services  that  will  focus  on  ethnic, 
cultural,  and  linguistic  variations. 

Many  stated  that  there  is  no  pre-introductory  period  be- 
tween  foster  children  and  foster  parents,  where  they  could  get 
to  know  each  other  before  placement.  There  is  a  lack  of  an 
orientation  period,  especially  for  young  people.  Young  people, 
including  foster  children,  need  a  comprehensive  range  of 
services  and  programs  focusing  on  experiences  of  abuse  and 
violence,  how  to  act  and  behave,  and  how  to  relate  to  their 
particular  environment,  sexual  activity,  drug  and  alcohol 
abuse.  AIDS  prevention  and  treatment,  self-esteem  and  self- 
worth. 
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them  to  fulfill  their  role  as  foster  parents.  This  informa- 
tion should  be  contained  in  a  child  profile  that  precedes 
or  accompanies  to  the  foster  care  placement.  The  child  pro- 
file would  contain  information  such  as: 

history  of  the  child's  previous  placements,  if  any 
reasons  for  placement  changes 

history  of  the  child's  problem  behaviors,  psychological 
problems,  educational  status,  school-related  problems, 
and  any  other  psychological,  educational,  medical  and 
health  information  that  is  necessary  to  the  care,  well- 
being,  safety,  protection,  and  parenting  of  the  child 
by  the  foster  parents 

The  child  profile  would  be  developed  at  the  time,  or 
immediately  thereafter,  of  custody  and  placement  with  DSS, 
and  would  follow  the  child  to  foster  care  placements.  If  a 
child  is  placed  on  an  emergency  basis,  and  there  is  no  prior 
information  on  the  child,  the  child  profile  would  be  develop- 
ed by  the  Department  within  10  days  after  placement. 

The  child  profile  would  be  implemented  on  an  ongoing 
basis,  consistent  with  the  changing  needs  of  the  child. 
The  child  profile  should  be  uniformly  implemented,  and  there 
should  be  a  periodic  review  and  update  of  the  child  profile. 

Legislation  has  been  filed  by  Representative  Parente  and 
other  members.  House  5358,  An  Act  Relative  to  the  Placement 
of  Children  in  Foster  Care,  received  a  favorable  report  by 
the  Joint  Committee  on  Human  Services  and  Elderly  Affairs. 

The  Medical  Passport  system  should  be  updated  and  en- 
forced, and  should  be  implemented  100%  statewide  for  all 
foster  children.  The  Passport  system  should  be  periodically 
reviewed,  and  for  foster  children  with  special  needs,  or 
moderate  or  severe  difficulties,  reviews  should  be  more  fre- 
quently scheduled. 

Whenever  the  foster  child  receives  medical/health  care, 
encounter  forms  should  be  filled  out.  Conditions  by  which  the 
social  worker,  the  biological  parents,  or  any  other  person, 
should  be  contacted  regarding  the  reason  for  the  visit,  and 
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regarding  the  outcome  of  the  visit,  should  be  clearly  defined 
in  the  notification  system  accompanying  the  Medical  Passport. 
House  5358  states  that  the  Medical  Passport  system  should  be 
preserved  and  expanded  to  include  other  essential  information 
contained  in  the  child  profile.  The  notification  system  should 
state  clearly  the  persons  to  be  notified,  the  parties  respons- 
ible for  doing  the  notifying,  and  the  conditions  under  which 
notifications  take  place.  The  notification  system  should  con- 
tain the  information  included  in  the  Passport  system  regarding 
the  reason  and  outcome  of  the  visits. 

The  Medical  Passport  system,  together  with  the  child  pro- 
file, should  be  immediately  available  to  the  foster  parents 
at  the  time  of  placement,  should  be  regularly  reviewed  and  up- 
dated, and  should  precede  or  accompany  the  child  at  the  time 
of  any  placement  changes. 

There  should  be  training  sessions  conducted  with  foster 
parents,  hospital  and  health  care  personnel,  counselors  and 
mental  health  workers,  and  anyone  else  having  responsibility 
for  the  contents  of  the  child  profile,  to  ensure  that  proper 
use  and  notification  procedures  are  understood  and  implemented 
by  all  parties  involved. 

Whenever  a  child  in  foster  care  visits  a  hospital  or 
clinic,  and  receives  treatment  for  injuries  or  illnesses  of 
"suspicious  origins",  or  "unknown  causes",  or  suspicions  of 
abuse,  neglect,  or  sexual  abuse,  the  treating  physician  should 
immediately  notify  DSS  and  the  foster  parent.  The  DSS  social 
worker  should  immediately  notify  the  natural  parent (s).  Train- 
ing is  needed  in  these  procedures  for  all  responsible  parties. 

In  the  case  of  the  two  children,  neither  DSS  nor  the  biol- 
ogical parents  were  made  aware  of  the  illnesses  and  injuries  to 
both  children.  The  communication  and  notification  channels 
must  be  outlined,  and  the  conditions  of  communication  must  be 
clarified. 

It  came  to  the  attention  of  the  Special  Subcommittee  that 
often  social  workers  and  others  are  unclear  or  unaware  of  how 
much  information  is  to  be  shared,  what  type  of  information  is 
to  be  shared,  and  under  what  conditions  does  the  information- 
sharing  take  place.  All  channels  of  communication  should  be  , 
defined  regarding  these  procedures,  and  barriers  to  communica- 
tion necessary  information  should  be  removed. 

At  the  public  hearings,  several  foster  parents  stated  that 
they  often  had  children  placed  with  them  who  experienced 
serious  medical,  educational,  and  behavior  problems  and  the 
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information  received  by  the  foster  parents  was  minimal  or 
none  at  all.  Also,  the  members  were  told  that  it  was  a 
practice  of  DSS  social  workers  to  withhold  vitally  needed 
information,  or  "the  foster  parents  might  refuse  to  take  the 
children."  This  practice,  and  the  rationale  behind  it,  should 
immediately  be  eliminated.  Foster  parents  should  be  given  al J 


appropriate  information  necessary  to  enable  them  to  make  an 
informed  decision  as  to  whether  or  not  they  have  the  capacity 
to  provide  the  care  and  parenting  required  for  children  placed 
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a  needs  assessment  of  the  full  family  unit,  along  with  the 
individual  family  members.  The  parties  to  the  service  plan 
should  be  defined  in  the  regulations  of  the  Department. 
Issues  presented  here  will  be  further  discussed  in 
Volume  II. 

2.   While  the  maximum  number  of  foster  children  allowed  in 
one  foster  home  is  six,  consideration  should  be  given  to  the 
needs  of  the  foster  home,  the  biological  children  in  the 
home,  other  "types"  of  children  placed,  and  the  composition 
of  the  family  unit.  Since  the  number  of  children  does  not 
measure  the  quality  of  care,  the  ability  of  the  foster  parents 
to  provide  such  care,  the  members  of  the  Special  Subcommittee 
recommends  that  the  needs  of  the  children  should  be  a  strong 
determinant  factor  of  how  many  children  foster  parents  are 
able  to  provide  for  in  their  home.  The  number  of  children  in 
a  foster  home  should  not  outweigh  the  complexity  of  the  needs 
of  the  children  placed  there. 

The  collective  needs,  and  impact  of  these  needs,  of  all 
members  of  the  household  in  a  roster  Tamily,  should  be  fully 
assessed  on  an  ongoing  basis,  and  adjustments  made  in  place- 
ment considerations.  The  collective  assessment  should  include 
the  numbers  of  foster  children,  day  care  children,  biologi- 
cal children  and  such  factors,  along  with  the  needs  of  all 
individuals  in  the  household. 

Whenever  there  are  multiple  status  children  in  one  home, 
such  as  foster  children,  adopted  children,  day  care  children, 
and  others,  and  these  children  are  under  the  supervision  of 
more  than  one  agency,  agency  workers  should  develop  an  inter- 
agency pact  that  includes  channels  of  communication,  needs  of 
the  children,  and  factors  that  would  aid  in  determining  the 
collective  numbers  of  children  in  the  household  that  should  be 
allowed .  The  interagency  agreements  should  include  a  thorough 
assessment  of  needs  of  the  children,  especially  when  the 
children  have  special  needs  and  problem  behaviors. 

All  agencies  should  review  their  policies,  statutes,  and 
regulations,  and  make  amendments  to  conform  to  recommendations 
proposed.  The  amendments  would  reflect  that  numbers  of  children 
allowed  in  a  foster  home  be  determined  by  the  composition  of 
all  household  members  and  a  full  family  profile.  These  changes 
would  prevent  a  foster  family  from  becoming  overextended  and 
over-utilized,  and  would  further  support  foster  families  in 
enabling  them  to  provide  an  effective  and  appropriate  environ- 
ment for  children  placed  in  their  care. 
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3.   The  child  profile  should  include  a  full  assessment  of  the 
needs  of  the  child,  and  should  be  updated  on  an  ongoing  basis. 
The  parties  involved  in  determining  the  needs  of  the  child 
should  be  included  in  the  assessment,  and  in  identifying  and 
implementing  services  to  meet  the  needs.  Other  reports  of 
testing  and  evaluating  the  needs  of  the  child,  should  also  be 
included  in  the  child  profile.  The  tests  and  results  of  the 
tests  would  include  educational,  psychological,  medical,  and 
other  tests  used  to  determine  the  child's  needs. 

Whenever  possible,  and  conditions  warrant  it,  the  natural 
parents  of  the  child  should  be  included  in  the  needs  assess- 
ments, service  planning,  and  reviews.  Natural  parents  should 
work  in  partnership  with  the  foster  parents,  children,  when 
appropriate,  social  workers,  and  others  involved  in  determin- 
ing and  meeting  the  needs  of  the  foster  children. 

As  previously  stated,  foster  children  should  be  "matched" 
with  foster  parents  as  much  as  possible,  based  on  the  ability 
and  experiences  of  the  foster  parents,  and  the  categories  and 
level  of  severity  of  need  of  the  children.  The  members  recog- 
nize that  this  is  a  difficult  goal,  given  that  many  children 
are  being  placed  on  an  emergency  basis,  and  that  there  is  a 
shortage  of  foster  homes,  while  the  demand  for  them  is  increas- 
ing. Whenever  possible,  the  numbers  and  "types"  of  problems  of 
foster  children  allowed  in  a  foster  home  should  be  adjusted  for 
special  categories  of  children.  The  numbers  of  children  should 
be  adjusted  to  allow  for  the  extra  care  often  required  for 
children  experiencing  specific  problems,  and  extensive  needs. 

The  members  of  the  Special  Subcommittee  recognizes  that 
we  are  asking  our  foster  parents  to  take  into  their  homes 
children  with  many  complex  and  diverse  needs.  While  foster 
parents  may  be  able  to  provide  good  parenting  and  a  nurturing 
home  to  a  few  or  several  of  these  children,  too  many  of  them 
with  a  wide  variety  of  needs  can  cause  severe  stress  and  burn- 
put  to  foster  parents, <  especially  with  other  children  living  in 
the  home.  Dedicated  foster  parents  are  available,  but  the  need 
demand  is  far  exceeding  the  supply.  Foster  parents  and  children 
must  be  provided  with  the  appropriate  and  necessary  support 
systems  to  meet  the  needs  of  the  children  in  their  care.  If 
the  foster  care  system  is  over-utilized  and  under-supported, 
coupled  with  the  increasing  complexity  of  the  needs  of  foster 
children,  the  system  will  continue  to  fail  the  foster  care 
system,  and  the  children  in  its'  care. 

Volume  II  will  include  a  discussion  of  the  needs  of 
children  in  foster  care. 
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4.   DSS  and  OFC  regulations  should  be  modified  to  include  a 
rigicTschedule  of  visits  by  social  workers  to  foster  homesT* 
\)ie    information  to  be  determined  in  these  visits  should  be 
kept  in  the  child's  case  record,  with  periodic  updates  to  be 
included  in  the  child  profile  and  service  plan.  The  child ' s 
service  plan  and  the  child  profile  should  include  the  need 
for  more  frequent  visits  by  social  workers  and  agency  workers 
when  the  child  has  more  extensive  or  specialized  needs. 
When  more  than  one  agency  is  involved,  interagency  coordina- 
tion is  essential  in  providing  ongoing  assessments,  conduct- 
ing visits  for  specific  purposes,  and  in  providing  vitally 
needed  services  to  foster  families. 

In  the  Hill  home,  social  workers,  and  others  involved, 
should  have  been  aware  of  the  severity  of  the  problems  of 
the  14  year  old,  and  the  potential  for  harm  to  other  child- 
ren in  the  home.  Frequent  visits  and  ongoing  needs  and  serv- 
ices assessments  could  have  been  crucial  factors  in  the  pro- 
vision of  preventive  and  interventive  services. 

■— — 1— - — — — — — _— -- — ___ ______ _ _. _ _ ___________      „    „_ — ._-^— — --_-,_   -   i  -  _  ■  .  .— _ — ___________ ^_1( 

Service  plans  should  be  coordinated  periodically  with 
agency  workers  involved  with  one  child  or  with  a  foster  family. 
If  foster  parents  take  in  children  that  have  particular  special 
needs,  the  content  of  the  service  plan  should  be  frequently 
reviewed  and  evaluated  for  their  effectiveness  and  outcome. 

Case  reviews  on  foster  children  experiencing  special 
needs,  and  requiring  extensive  services,  should  be  conducted 
more  frequently.  During  the  case  review,  there  is  to  be  a 
consideration  of  the  "necessity  and  appropriateness  of  the 
services  to  the  family".  In  the  case  of  the  Hill  foster  home, 
where  there  were  complex  needs,  age  ranges  of  children,  and 
multiple-status  children,  the  necessity  of  case  reviews  that 
are  competent,  adequate,  and  timely,  is  essential. 

Natural  parents  should  participate  in  the  case  review 
process,  whenever  conditions  warrant  this  participation. 

The  Department  of  Social  Services  should  conduct  an 
evaluation  of  all  area  offices,  and  should  implement  a  plan 
that  would  determine  the  need,  availability,  and  participation 
of  volunteers  who  are  from  communities  of  people  of  color,  and 
those  with  multilingual  needs.  The  plan  should  include  efforts 
to  recruit  the  equitable  participation  of  members  of  these 
communities  in  case  reviews. 

A  careful  review  of  the  regulations  governing  foster  care 
reviews  will  be  conducted  by  the  Special  Subcommittee  for  use 
in  Volume  II.  A  part  of  this  study  will  address  areas  such  as 
confidentiality  preventing  case  reviewers  from  reviewing  the 
entire  case,  and  what  information  should  be  provided  to  the 
reviewers.  Other  considerations  will  involve  dissenting  votes, 
and  minority  reports. 
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There  is  a  need  for  culture-specific  programs  and 
cross-cultural  sensitivity  in  the  identification  of  needs 
and  provision  of  services  and  programs  to  foster  parents  in 
communities  of  people  of  color  and  linguistic  variations. 
These  communities  should  be  evaluated  by  those  within  the 
community  and  by  state  agencies  in  order  to  determine  the 
range  of  needs,  and  the  array  of  services  required  to  meet 
the  needs.   There  is  a  need  for  an  array  of  services  that 
will  focus  on  ethnic,  cultural,  and  linguistic  variations. 

There  should  be  training  and  education  for  social  work- 
ers to  sensitize  them  to  the  needs  of  these  communities  and. 
the  foster  parents  who  provide  homes  in  them. 

Whenever  possible,  there  should  be  a  pre -introductory 
period  between  foster  children  and  foster  parents,  where 
they  could  get  to  know  each  other  before  placement.  Often 
teenagers,  and  younger  children,  need  an  orientation  period 
before  placement . 

Young  people  need  a  comprehensive  range  of  services  and 
programs  focusing  on  experiences  of  abuse  and  violence,  how 
to  act  and  behave,  and  how  to  relate  to  their  particular 
environment,  sexual  activity,  drug  and  alcohol  abuse,  AIDS 
prevention  and  treatment,  self-esteem  and  self -worth. 

At  the  public  hearing  at  Roxbury  Community  College,  it 
was  stated  that  many  foster  parents  need  to  have  training 
that  reinforces  the  fact  that  they  are  effective  and  doing  a 
good  job.  There  should  be  an  increase  in  MAPPS  training,  to 
include  reinforcements  of  the  role  of  foster  parents. 

Also  recommended  was  the  need  for  training  of  all 
parties  involved,  and  public  awareness  education,  about  elim- 
inating stereotypes  of  foster  children.  Perceptions  of  foster 
children,  such  as  "they  all  steal",  are  generalized  to  all 
foster  children,  and  only  serve  to  reinforce  such  behaviors 
in  foster  children,  or  to  further  undermine  feelings  of  self- 
worth.  Programs  should  be  developed  that  address  this  area. 

It  has  been  brought  to  the  attention  of  the  Subcommittee 
that,  at  times,  older  children  in  a  foster  home  may  be  required 
to  "babysit"  and  care  for  younger  children  in  the  home.  While 
shared  responsibilities  are  necessary  for  children  living  in 
a  household,  if  such  responsibilities  are  excessive,  problems 
with  teenagers  and  other  children  can  become  further  compounded 

Foster  parents  need  training  and  education  on  how  to  use 
a  service  plan,  and  how  to  access  services  required  for  the 
children  in  their  care.  This  aspect  is  especially  critical  for 
foster  parents  who  care  for  children  with  special  needs  of  any 
kind  requiring  specialized  and  extensive  services. 
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Foster  parents  need  an  array  of  support  services  and 
training  in  the  appropriate  use  or  services  and  appropriate 
and  effective  responses  to  specific  behavioral,  medical,  ^ 
educational,  and  other  needs  of  foster  children.  Since  many 
social  workers  may  not  have  adequate  training  in  these  areas, 
multi-disciplinary  teams  should  be  available  to  conduct  work- 
shops,  forums,  and  educational  sessions  Tor  roster  parents. 

At  the  time  of  placement  of  a  foster  child,  a  list  of 
services  and  resources  should  be  provided  to  the  foster 
parent  that  is  compatible  with  the  child  profile.  Instruction 
should  be  provided  to  the  foster  parents  on  how  to  use,  and 
access  the  services  and  resources  to  meet  the  foster  child's 
needs . 

There  is  a  need  for  more  specialized  psychiatric  foster 
homes,  and  foster  homes  that  could  provide  specialized  care 
to  children  with  a  wide  range  of  needs  and  problem  behaviors. 

Foster  parents  need  an  array  of  services  that  include 
respite  care,  "after-hours"  services  and  accessibility  and 
weekend  services. 

A  full  discussion  of  services  needed  by,  and  provided  to, 
foster  parents  and  foster  children,  including  services  to 
foster  parents  in  communities  of  color,  will  be  presented  in 
Volume  II. 

D.   Types  of  Placements  of  Children  in  Foster  Care 

Statement  of  Issue:There  are  two  avenues  to  children  being 
placed  in  foster  care:  court-ordered  removal  from  the  child's 
home,  and  voluntary  placement.  Both  placements  are  processed 
through  the  Department  of  Social  Services,  and  may  be  either 
temporary,  short-term  or  long-term,  or  may  become  pre-adoptive 
and  adoptive  placements.  Children  may  also  enter  foster  care 
through  other  conditions  in  their  homes,  or  in  the  lives  of 
their  parents. 

Chapter  119,  s . 23  states,  "Upon  the  application  of  a 
parent  or  guardian  or  any  person  acting  on  behalf  of  the  child, 
or  of  the  child  himself,  the  department  may  accept  for  foster 
care  any  child  under  eighteen  years  who  in  its  judgment  is  in 
need  of  foster  care.  Such  acceptance  shall  entail  no  abrogation 
of  parental  rights  or  responsibilities,  but  the  department  may 
accept  from  parents  a  temporary  delegation  of  certain  rights 
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and  responsibilities  necessary  to  provide  the  foster  care 
for  a  period  of  time  under  conditions  agreed  upon  by  both 
and  terminable  by  either." 

The  Department  may  also  seek  and  accept  on  order  of  a 
probate  court  the  responsibility  for  any  child  under  eighteen 
years  of  age  who  is  without  proper  guardianship  due  to  death, 
unavailability,  incapacity  or  unfitness  of  the  parent  or 
guardian,  or  on  the  consent  of  the  parent  or  parents. 

The  statute  continues  with  conditions  for  adoptions  and 
the  responsibilities  and  rights  of  DSS  with  regard  to  children 
in  care.  The  statute  also  outlines  the  conditions  under  which 
the  juvenile  courts  may  issue  a  notice  to  DSS. 

If  the  Department  decides,  after  investigation,  that  a 
child  has  been  abused  or  neglected,  the  Department  may,  "take 
a  child  into  immediate  temporary  custody  if  the  department 
has  reasonable  cause  to  believe  that  the  removal  of  the  child 
is  necessary  to  protect  him  from  further  abuse  or  neglect; 
provided,  however,  that  the  department  shall  make  a  written 
report  stating  the  reasons  for  such  removal;  and  provided 
further,  that  if  any  child  is  so  taken  into  custody,  the 
department  must  file  a  petition  pursuant  to  section  twenty- 
four  on  the  next  court  day" .  Section  24  outlines  the  condi- 
tions under  which  juvenile  courts  may  request  DSS  to  take 
custody  of  the  child. 

DSS  regulations,  110CMR  4.10  states,  "upon  the  request 
of  one  or  both  parents  or  parent  substitutes  and  when  support- 
ed by  an  assessment  of  the  needs  of  the  child  which  has  been 
conducted  by  the  Department,  the  Department  may  agree  to  pro- 
vide substitute  care  for  a  child.  Every  voluntary  placement 
into  substitute  care  shall  be  accomplished  by  completion  of 
the  Department's  standard  form  of  Voluntary  Placement  Agree- 
ment, between  the  parents  or  parent  substitute  and  the 
Department " . 

Regulations  4.11  state  that  the  Agreement  shall  automati- 
cally expire  after  six  months,  and  must  be  re-executed  if  the 
voluntary  placement  is  to  be  continued.  Also,  regulations 
state  that  the  Agreement  is  to  be  "a  flexible  document  adapt- 
able to  the  individual  needs  and  circumstances  of  the  client 
or  family" . 

Court-ordered  placements  are  not  part  of  the  discussion 
here,  as  they  do  not  relate  to  this  case.  A  further  discussion 
of  this  area  will  be  presented  in  Volume  II.  Statements  here 
will  be  confined  to  the  area  of  voluntary  placements. 
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DSS  regulations  110CMR  4.12  states,  "Any  Voluntary 
Placement  Agreement  may  be  terminated  by  one  or  both  parents 
who  have  legal  custody  of  the  child  giving  written  notice  to 
the  Department,  regardless  of  which  parent  has  signed  the 
Voluntary  Placement  Agreement 

DSS  regulations  7.128  state,  "The  Department  will  plan 
and  promote  regular  and  frequent  visitation  between  children 
in  substitute  care  and  their  parents,  consistent  with  the 
terms  of  the  service  plan.  For  children  who  are  the  subject 
of  a  Voluntary  Placement  Agreement,  parents  may  use  the 
Department's  grievance  procedure  to  address  complaints  conc- 
erning visitation  matters. 

D.   Types  of  Placements  of  Children  in  Foster  Care 

Problem  Areas:   1.  The  parents  of  both  of  the  children  who 
died  in  foster  care  stated  during  an  interview  that  they  had 
placed  their  children  with  the  Department  of  Social  Services 
for  foster  care.  Both  mothers  were  experiencing  problems  and 
thought  they  should  place  their  children  in  the  temporary 
care  of  DSS  through  a  voluntary  agreement. 

Both  mothers  stated  that,  after  the  children  were  placed 
in  the  temporary  custody  of  DSS,  and  subsequently  placed  in 
the  Hill  foster* home,  neither  parent  knew  where  the  children 
had  been  placed,  nor  did  they  have  any  schedule  of  visits  with 
their  children*^  Neither  mothers  visited  with  their  children 
during  their  placement  in  foster  care.  Neither  parents  were 
aware  of  any  of  the  illnesses  or  injuries  experienced  by  both 
children . 

While  the  Special  Subcommittee  has  been  unable  to  discuss 
these  aspects  of  the  case  with  other  parties  involved,  it  is 
evident  that  there  was  a  lack  of  communication  between  the 
foster  parents,  the  biological  parents  and  the  agencies  serv- 
icing all  parties.  There  also  appears  to  be  a  serious  lack  of 
understanding  of  the  terms  of  voluntary  placements,  and  much 
confusion  of  roles  and  responsibilities. 

2 .    There  are  confusions  also  about  the  policies,  regulations 
and  practices  of  DSS  with  regard  to  services  designed  to 
keep  tne  Tamily  integrated  even  when  children  are  in  foster 
care,  and  services  designed  to  promote  reunification  of  a 
family  when  children  are  placed  in  foster  care. 

There  were  persons  who  testified  at  the  public  hearings 
that  frequently  they  placed  their  children  with  DSS  through 
voluntary  agreements,  and  then  felt  that  they  had  been  de- 
ceived in  that  DSS  "took  possession"  of  their  children,  and 
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they  were  not  allowed  to  visit  with  them,  did  not  know  where 
•fchey  had  been  placed,  and  their  children  were  not  returned  to 
them  within  the  time  frame  to  which  the  parents  hac[  jagreed . 

Some  parents^felt  that ,  after  placing  their  children  with 
DSS,  they  were  then  denied  their  rights  as  parents,  and  terms 
of  agreements  were  violated  by  DSS . 

DSS  regulations  also  state  that,  while  a  voluntary  agree- 
ment expires  after  six  months,  it  may  be  renewed  for  another 
six  months  without  court  intervention.  Also,  it  has  come  to 
the  attention  of  the  Special  Subcommittee  that  there  are  no 
statutory  provisions  or  regulations  regarding  a  change  in  the 
placement  of  the  child.  This  area  requires  further  study. 

The  Special  Subcommittee  has  been  studying  the  area  of 
DSS  conformity  to  federal  statute  requiring  preventive  and 
reunification  services  to  children  in  foster  care,  under  the 
Child  Welfare  Act.  Issues  such  as  service  case  plans,  in- 
home  services  for  prevention  of  removal  of  the  child,  and 
reunification  services,  along  with  federal  funding  for  these 
services,  will  be  discussed  in  Volume  II.  Issues  such  as 
dispositonal  hearings,  will  also  be  discussed. 

3.   DSS  regulations  regarding  service  plans  state  that  the 
plans  should  include  a  visiting  schedule  between  the  family 
and  the  child,  or  an  explanation  of  why  no  visits  are  allowed, 
if  this  is  the  case.  Also  included  is  the  projected  date  by 
which  the  child  may  return  home  or  be  placed  in  another 
permanent  living  situation.  The  service  plan  is  also  to  include 
a  description  of  the  child's  health,  dental,  and  educational 
needs  while  in  placement. 

It  would  appear  that  either  the  parents  of  the  two  child- 
ren did  not  have  a  service  plan  for  their  children,  or  that 
they  were  unaware  of  their  rights  as  natural  parents,  or  that 
the  terms  of  placement  were  unclear.  Also,  since  there  seems 
to  be  much  confusion  and  misunderstanding  of  the  medical  and 
health  problems  of  each  child,  there  must  have  been  a  serious 
lack  of  agency  communication  and  coordination  in  both  cases. 
It  is  not  known  if  there  were  any  foster  case  reviews,  or 
reviews  of  the  service  plans  for  either  child  during  placement. 
Given  the  needs  each  child  experienced,  there  should  have  been 
frequent  reviews  of  the  needs  and  services  required  in  the 
Hill  home,  especially  with  other  children  in  the  home  exper- 
iencing complex  needs. 

The  foster  care  review  regulations  state  that,  at  the  re- 
view, there  should  be  a  review  of  the  Department's  fulfillment 
of  tasks  identified  in  the  service  plan,  the  parent's  fulfill- 
ment of  the  tasks  identified,  and  a  review  of  the  appropriate- 
ness of  the  child's  placement. 
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The  regulations  of  DSS  also  state  that,  during  the  case 
review,  an  assessment  of  the  progress  made  toward  resolving 
the  problems  is  also  to  be  included.  In  addition,  a  review  of 
the  extent  of  the  progress  made  toward  alleviating  the  causes 
of  the  child's  placement  is  to  be  included. 

From  the  statements  made  by  both  parents,  neither  mother 
took  part  in  any  of  the  regulatory  provisions  regarding  the 
placement  and  care  of  their  children. 

D.  Types  of  Placements  of  Children  in  Foster  Care 

Recommendations :  1.  The  regulations  and  statutes  regarding 
voluntary  placements  and  agreements  should  be  strengthened  to 
be  more  defined  and  specific  regarding  the  rights  and  respons- 
ibilities of  all  parties.  Natural  parents  must  be  included  in 
all  aspects  of  the  agreements  and  placements,  and  be  provided 
with  a  clearly  defined  understanding  of  their  rights  and 
responsibilities,  and  all  terms  of  the  agreements  for  place- 
ment .  All  parties  to  an  agreement,  including  agency  workers, 
service  providers,  foster  parents,  natural  parents,  and  the 
child,  when  possible,  should  work  in  partnership  with  one 
another,  in  determining  time  frames,  needs  assessments,  visita- 
tions, services  to  all  parties,  and  progress  reports. 

There  should  be  clearly  defined  channels  of  communication, 
interagency  coordination,  and  mutual  responsibility  with  regard 
to  any  child  placed  in  foster  care.  Parents  placing  their 
children  in  foster  care  on  a  voluntary  basis,  should  receive 
training  and  education  to  ensure  a  clear  understanding  of 
the  terms  of  voluntary  placements,  and  their  rights  as  natural 
parents .  The  relationship  between  foster  parents  and  biologi- 
cal parents  should  be  defined  and  clarified  to  ensure  mutual 
understanding  and  cooperation  in  the  best  interests  of  the 
child . 

2 .   The  coordination  of  efforts  toward  reunification  of  the 
parents  witn  tneir  cmid  should  be  included  in  the  service 
plan .  Family  integration  should  be  an  important  component  of 
the  service  plan,  in  cases  when  families  may  be  temporarily 
separated . 

Parents  placing  their  children  in  voluntary  care,  or  who 
ask  for  services,  should  have  an  absolute  understanding  of 
all  conditions,  rights,  responsibilities  and  terms  of  any 
agreements  before  becoming  partners  to  such  agreements,  and 
before  relinquishing  their  children.  These  conditions  should 
be  in  written  form,  and  openly  discussed  with  all  parties. 
Conditions  of  any  changes,  or  proposed  amendments  to  agree- 
ments, should  be  included. 
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Parents  and  foster  parents  should  be  advised  on  any 
grievance  procedures  in  the  event  ot  disagreement  over  the 
terms  of  an  agreement.  These  rights  should  also  be  given  to 
all  parties  in  written  form. 

3.   A  schedule  of  visits  between  the  natural  parents  and 
their  children  should  be  included  in  the  agreement. and  should 
be  evaluated  during  reviews  of  the  service  plans. 

As  in  the  Hill  foster  home,  and  other  foster  homes,  there 
should  be  frequent,  coordinated  interagency  reviews  of  the 
needs  and  services  required  in  foster  homes  caring  for  many 
children  of  diverse  ages,  with  complex  problems. 

All  components  of  the  service  plan  should  be  identified 
and  reviewed  within  a  specified  time  frame  known  to  all 
parties . 


It  has  been  the  intended  mission  of  the  Special  Subcommit- 
tee on  Foster  Care  to  raise  issues,  questions,  and  concerns 
about  policies,  procedures,  practices,  regulations  and  statutes 
relating  to  the  foster  care  system  in  general,  and  in  their 
application  in  particular  to  the  lives  and  deaths  of  Henry 
Gallop  and  Arron  Johnson. 

The  intent  of  this  report  has  been  to  identify  problem 
areas  and  form  general  and  specific  recommendations  to  address 
and  remediate  the  problem  areas.  It  is  intended  to  incite 
state  systems  to  conduct  internal  reviews  of  their  mandates, 
and  make  immediate  accommodations  and  improvements  to  ensure 
that  children  in  the  charge  of  these  agencies  are  fully  cared 
for  and  protected.  Whenever  appropriate  and  relevant,  state 
systems  should  request  impartial  reviews  and  independent 
evaluations  in  all  applicable  problem  areas. 

Volume  II  of  the  Special  Subcommittee  will  study  aspects 
of  the  foster  care  system,  service  delivery  systems,  DSS  in- 
vestigation system,  and  all  areas  of  concern  raised  at  the 
public  hearings  of  the  Subcommittee,  and  raised  through  other 
correspondences  and  communications  with  the  members. 

The  Special  Subcommittee  has  conducted  public  hearings, 
reviewed  appropriate  regulations  and  statutes,  studied  and 
analyzed  the  inquest  report,  and  gathered  and  evaluated  all 
information  relevant  to  the  scope  of  its'  mission.  It  is  hoped 
by  the  members  that,  through  their  efforts,  the  goals  of  this 
mission  have  been  fulfilled,  and  that  initiatives  stated  in 
this  report  will  prevent  any  further  tragedies  for  children,  and 
will  promote  improvements  to  care  for,  protect,  and  enhance  the 
lives  of  all  children. 


